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Supplied: 


SALICYLATE (Brand of carbazochrome salicylate) 


The number of hospital patients given blood rose from 
1.6 million in 1952 to 2.2 million, or 9.2% 
of all hospital patients, in 1958.! 


Preoperative use of Adrenosem minimizes the necessity 
for transfusions. Adrenosem controls operative and 
postoperative bleeding (small vessel oozing). It provides 
a clearer surgical field, shortening operating time.’ 


Adrenosem is indicated both pre- and postoperatively in any 
procedure where bleeding presents a problem—from 
adenoidectomies and tonsillectomies to Z-plasty operations. 


AMPULS .. . 5 mg., 1 cc.; packages of 5 


TABLETS. . . 1 mg. (s.c. orange); bottles of 50 
2.5 mg. (s.c. yellow) ; bottles of 50 


SyrRuUP ...2.5 mg. to each 5 cc. (1 teaspoonful); 4 oz. bottles 


1. 1958 Report of American Red Cross Joint Blood Council 
2. References and detailed literature available on request. 


+ U.S. Pat. Nos. 2581850, 2506294 


THE S. E. MAASSENGILL COMPANY 


Bristol, Tennessee * New York ¢ Kansas City © San Francisco 


i | FEWER TRANSFUSIONS with preoperative use of 


Chefs prepare food on modern Gas equipment in the kitchen of Roanoke Memorial Hospital 


Enough fried chicken for 300 patients 


in 12 minutes...thanks to CAS 


Modern stainless steel Gas equipment with auto- 
matic controls is the key to fast preparation of 
special and regular diet foods at Roanoke Memorial 
Hospital, Roanoke, Virginia. 


Stainless steel pressure cookers and steam ket- 


tles can cook enough fried chicken in 12 minutes 
to serve 300 patients, after which chicken is 
browned in a Gas-fired deep fat fryer. Automati- 
cally controlled Vulcan Gas equipment—ranges, 
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baking and warming ovens—speed nutritious, tasty 
food to patients and staff with no interruption in 
service for changeover to special diets. 

For information on how Gas can help you mod- 
ernize your food service, call your Gas Company’s 
commercial specialist. He’ll be glad to discuss 
with you the economies and outstanding results 
you get with Gas and modern Gas-fired equipment. 
American Gas Association. 
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an Important solution 


in the 
management of | 
resistant ‘Staphylococcus infections 


Penicillin (131,056-fold increase) 


Vancocin (4 to 8-fold increase) 


Fold Increase in Resistance 


1 : 7 9 11 13 15 17 19 21 23 
Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 
COCIN AND PENICILLIN—Development of resistance to Vancocin has 
not yet been demonstrated clinically. It is even difficult to “force” sever | 


opens of resistance in laboratory studies. 


| VANCOCIN’ 


(vancomycin, Lilly) 

¢ Vancocin is bactericidal in readily achieved serum concentrations. 

e Vancocin is effective against antibiotic-resistant gram-positive pathogens. 
j Cross-resistance does not occur. 
; e Vancocin averts the development of antibiotic-resistant organisms. 
Supplied: 


Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before administra- 
tion, the physician should consult essential information contained in the package. 


pitty AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
030101 
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Watch for 


3M’s sensational 


new 


; surgical 
tape 


“SCOTCH” BRAND HOSPITAL AUTOCLAVE 
TAPE NO. 222 seals linen or paper packs quickly, 
surely. And these unmistakable diagonal markings 
appear only when this tape has been through your 
autoclave machine. No chance of these markings being 
accidentally activated by radiator heat, sunlight or a 
dry air pocket in a faulty autoclave . . . only correct 
levels of heat and moisture can make them appear. 


Nothing on the outside of a package, of course, can guarantee sterility of the contents. — 


tify: hos} ital routine w w 
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“SCOTCH” BRAND DOUBLE COATED TAPE 
NO. 665 is sticky on both sides—makes quick work of 
mounting charts and records invisibly. No awkward 
liner... “SCOTCH’’ BRAND Double Coated Tape 
peels off the roll ready for use. Another work-saver is 
“SCOTCH” BRAND NO. 800 ACETATE FILM 
TAPE —for mounting and protecting records where 
aging is a problem. Will outlast records themselves. 


Minnesota ano company 
... WHERE RESEARCH IS THE KEY TO TOMORROW 
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SCOTCH’ BRAND MAGIC MENDING TAPE 
NO. 810 is ideal for mending valuable or permanent 
records. It practically disappears on contact with 
paper, won't ever cloud or crack or ooze adhesive. 
And you can write on it with pencil, ink or typewriter. 
Familiar “SCOTCH” BRAND CELLOPHANE 
TAPE speeds every kind of office job— sealing, 
holding, mending, protecting. 


BR Tapes 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium and Jack Tar 
Hotel) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH OCTOBER 1960 
(American Hospital Association Institutes 


are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


MAY 


2-4 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

24 American Nurses’ Association, Miami 
Beach (Miami Beach Hall) 

2-11 Pan American Medical Association, 
35th Anniversary Congress, Mexico 
City (National Auditorium) 

3-4 Occupational Therapists, Chicago 
(AHA Headquarters) 


Model IER 


Serving the Medical 
Profession for Fifty Years 
7910-1960 


Madison 10, Wisconsin 


RESUSCITATORS 


...three 


Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


RESUSCI/TATOR, 


units | INHALATOR 


in one | and ASPIRATOR 


FULLY AUTOMATIC—Controls are 
pre-set. Operator does not have to 
make any decisions regarding proper 
oxygen pressure. 


PRECISION FLOW CONTROL—This 
exclusive feature permits fine regu- 
lation of oxygen flow to bypass partial 
obstructions. 


SINGLE-LEVER ACTION—A simple 
flick of the switch changes unit from 
resuscitation to aspiration, for fast 
removal of excess fluids, etc. 


AUTOMATIC SIGNAL—The resusci- 
tator signals when normal breathing 
begins. A single shift of the selector 
valve inflates reservoir bag. 


For further information 
please request Form No. 
2434-DD, Dept. H-5 


Ohio Chemical Pacific Company, 
Berkeley 10, Calif. * Ohio Chemical 

Limited, Teronte 2, Ontario 
Airco Company international, New 


(All divisions or subsidiaries 
of Air Reduction Company, QQRED) 
Incorporated) 


3-46 Southeastern Hospital Conference, Mi- 
ami Beach (Deauville Hotel) 

4 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

5-7 Association of University Programs in 
Hospital Administration, Williams- 
burg, Va. (Williamsburg Inn) 

9-13 American Psychiatric Association, At- 
lantic City (Convention Hall) 

10-12 Texas Hospital Association, Dallas 
(Memorial Auditorium) 

11-13 Arkansas Hospital Association, Hot 
Springs (Arlington Hotel) 

11-13 Upper Midwest Hospital Conference, 

inneapolis (Auditorium) 
12 Massachusetts Hospital Association, 
Boston (Hotel Statler-Hilton) 

16-18 American National Red Cross, Kansas 
City 

16-18 Hospital Law, Washington, D.C. (Wil- 
lard Hotel) 

16-18 Patterns and for Auxiliary 
Leaders, Chicago (AHA Headquar- 
ters) 

16-19 Hospital Dental Service, Atlanta 
(Henry Grady Hotel) 

23-25 Canadian Hospital Association, To- 
ronto (Park Plaza) 

23-26 Evening & Night Nursing Service Ad- 
ministration, Seattle (New Washing- 
ton Hotel) 

23-27 Dietary Department Administration, 
Washington, D.C. (Willard Hotel) 

26-27 Tennessee Hospital Association, Mem- 
phis (Peabody Hotel) 

30-June 2 Catholic Hospital Association, 
Milwaukee (Auditorium) 


JUNE 

6-10 Food Purchasing, Chicago (AHA 
Headquarters) 

7-8 Maine Hospital Association, Rockland 
(Samoset Hotel) 

8 Connecticut Hospital Association, 
Berlin (Connecticut Light and Power 
Co.) 

6-8 North Carolina Hospital Association, 
Morehead City (Morehead Biltmore 
Hotel) 

11-16 American Society of X-Ray Techni- 
cians, Cincinnati (Netherland Hilton 
Hotel) 

13-15 Personnel Administration (Advanced), 
Chicago (AHA Headquarters) 

13-17 American Medical Association, Miami 
Peach (Miami Beach Hall) 

19-21 Michigan Hospital Association, Tra- 
verse City (Park Place Hotel) 

19-24 American Society of Medical Tech- 
nologists, Atlantic City (Hotel Am- 
bassador) 

20-22 Mississippi Hospital Association, Bi- 
loxi (Buena Vista Hotel) 

20-24 Hospital Pharmacy (Basic), Columbus 
(Ohio State University) 

20-24 Dietary Department Administration, 
San Francisco (Whitcomb Hotel) 
26-July 2 American Physical Therapy As- 
sociation, Pittsburgh (Penn-Sheraton 

Hotel) 

27-29 Comite des -Hopitaux du Quebec, 
Quebec City (Provincial Exhibition 
Grounds) 

29-July 1 Nursing Home Administration, 
Chicago (AHA Headquarters) 


JULY 
11-13 Methods Improvement, Omaha (Shera- 
ton-Fontenelle Hotel) 
18-22 Hospital 
(Biltmore Hotel) 


(Continued on page 107) 
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and hospital proven, and 


in wee by mony 


Lospitals 


the country. 


HOSPITAL 
Velva-Sheen 


MOP TREATMENT 


fights cross-infection by killing 
staphyloccocus aureus 
where it dwells. 


PROTECT PATIENTS by elimi- 
nating bacteria-laden dust! 


HOSPITAL Velva-Sheen MOP TREATMENT, 
with bactericide 

® Is non-toxic, residual and non-selective 

® Preserves effectiveness of conductive floors 


® Is classified SAFE as to fire and slip hazard by 
Underwriters’ Laboratories 


® Beautifies and protects all hard surface floors 


Ve ton fight? crow-infectic 


SEND TODAY No abligati 
MAJESTIC WAX CO. 


the leader in Doe? Control since 1975 
1600 Wyakeop, Denver 7, Cole. 


Please sond brochure “How HOSPITAL 
con bplp fight <ros infection” 
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offices, 


trustees and councils 


President 


Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


President-Elect 


Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 


Immediate Past President 


Ray a University of Minnesota Hospitals, Min- 
neapolis 


Executive Vice President 


Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Secretary 


Assistant Secretary 


Assistant Treasurer 


Chairman: Russell A. Nelson, M.D., ex officio, Johns 
Hopkins Hospital, Baltimore 5 

Ray Amberg, ex officio, University of Minnesota Hos- 
pitals, Minneapolis 14 

Frank 8. Groner, ex officio, Baptist Memorial Hos- 
pital, Memphis 3, Tenn. 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 


Term Expires 1960 

Rt. Rev. Msgr. Edmund J. Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN, surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 


Term Expires 196! 


D. BR. Easton, M.D., Royal Alexandra Hospital, Edmon- 
ton, Alta 

TIitida H. Kroeger, M.D., Elizabeth Steel Magee Hos- 
pital, Pittsburgh 13 

Clarence FE. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Term Expires 1962 
Philip D. Massachusetts Memorial Hos- 


James M. Daniel, Columbia Hospital of Richland 
County, Columbia, 8.C. 

’ Stanley A. Ferguson, University Hospitals of Cleveland, 

Cleveland 6 


Coordinating Council 


Chairman: Frank 8. Groner, Baptist Memorial Hospi- 
tal, Memphis 3, Tenn. 

Russell A. Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

H. Charles Abbott, Hospital Service of Southern Cali- 
fornia, Los Angeles 27 

J. Strong Memorial Hospital, Rochester 
0. N.Y. 

E. Dwight Barnett, M.D., Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

George Cartmill Jr., Harper Hospital, Detroit 1 

Mrs. Palmer Gaillard Jr., Mobile Infirmary Women's 
Auxiliary, Mobile 16, Ala. 

T. a Hamilton, M.D., Hartford Hospital, Hart- 


seas Powell, “Baylor University Medical Center of 
Dallas, Dallas 10, Tex. 

Martin R. Steinberg, M.D., Mount Sinai Hospital, 
New York 29 


Council on Administrative Practice 
Chalrmani George Cartmill Jr., Harper Hospital, De- 
To 


Term Expires 1960 
‘Horace M. Cardwell. Memorial Hospital, Lufkin, Tex. 
Jack A. L. Hahn, Methodist Hospital of Indiana, In- 
@lanapolis 7 
George A. Hay (vice chairman), Hospital of the 
oe Medical College of Pennsylvania, Philadel- 
a 


Term Expires 196! 

Mark Berke, Mount Zion Hospital and Medical Center, 
San Francisco 15 

James M. Crews, Methodist Hospital, Memphis 4, Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1, N.Y, 


Term Expires 1962 
George W. Graham, M.D., Ellis Hospital, Schenectady 


8, N.Y. 

Victor ¥. Ludewig, George Washington University Hos- 
pital, Washington 7 

Russell H. Miller, University of Kansas Medical Cen- 
ter, Kansas City 12, Kans. 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 


Chairman: Boone Powell, Baylor University Medical 
ot ena of Dallas, Dallas 10, Tex. 
Term Expires 1960 


7 R. Prangley, Norfolk General Hospital, Norfolk 

Va. 

Abram L. Van Horn, M.D., Kate Macy Ladd Convales- 
cent Home, Far H NJ. 

Term Expires 196! 

— A — California Hospital Association, San 

ranc 

Sister Rose Marie totes chairman), St. Mary's Hos- 
pital, Pierre, 

Rev. Granger esmens, University of Chicago Clinics, 
Chicago 37 

Term Expires 1962 

William 8. Brines, Newton-Wellesley Hospital, New- 
ton Lower Falls 62, Mass. 

J. A. Gilbreath, Arkansas Baptist Hospital, Little 


Rock, Ark. 
Richard Lubben, Bozeman Deaconess Hospital, Boze- 
man, Mont. 
Secretary: Jack W. Owen, 840 North Lake Shore Drive, 
Chicago 11 


Blue Cross Commission 

Chairman: H. Charles Abbott, Hospital Service of 
Southern California, Los Angeles 27 (1961) 

Term Expires 196! 

Sam J. Barham, o— Hospital Service Association, 
Inc., Topeka, 

Paul G. Drescher, ge OP Hospital Service of New 
York, New York 16 

Rt. Rev. Msgr. Robert A. Maher, diocesan director of 
health and hospitals, Toledo 2, Ohio 

John B. Morgan Jr., Associated Hospital Service, Inc., 
Youngstown 7, Ohio 

mi FP. ne Jr. Group Hospitalization, Inc., Wash- 
in 


Stanley M4 Saunders, Hospital Service Corporation of 
Rhode Island, Providence 2, R.I. 

Term Expires 1962 

George T. Bell (vice chairman), Hospital Service As- 
sociation of Northeastern Pennsylvania, Wilkes-Barre, 


T. B. Bennett, Louisiana Hospital Service, Baton Rouge, 


La. 

H. W, Brown, Quebec Hospital Service Association, 
Montreal 2, Que. 

Joseph O. Burger (treasurer), Nebraska Blue Cross 
Hospital Service Association, Omaha 2, Nebr. 

William 8. MeNary, Michigan Hospital Service, De- 
troit 26 

David W. Stewart, Rochester Hospital Service Corp., 


Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 

Term Expires (963 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Director: Richard M. Jones, 840 North Lake Shore 
Drive, Chicago 11 


Council on Government Relations 


Chairman: Martin R. Steinberg, M.D., Mount Sinai 
Hospital, New York 29 
Term Expires 1960 
nag E. Panhorst, Washington University Clinics, St. 
uis 10 
Harold Prather, Richmond Memorial Hospital, Rich- 


mond 27, Va. 

Kenneth Wallace, St. John’s Hospital, Tulsa 4, Okla. 

Term Expires 196! 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Hum Ph.D., Catholic Charities 
Bureau, Diocese of Cleveland, Cleveland 14 

William L. Wilson (vice chairman), Mary Hitchcock 
Memorial Hospital, Hanover, N.H. 

Term Expires 1962 

w. aa Earngey Jr., Harris Hospital, Fort Worth 4, 


Tex 

Clyde Baptist Hospital, Bir- 
mingham 11, 

W. W. Stadel, ML D.. San Diego County General Hos- 
pital, San Diego 3, Calif. 

: Kenneth Williamson, Washington Service 

Bureau, Mills Bidg., 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 
Chairman: Mrs. Palmer Gaillard Infir- 
mary Women's Auxiliary, Mobile 16, 
Term ae 1960 
M. Hanner, Good Samaritan Hospital, Phoenix, 


Milton (vice chairman), Jewish Hospital 
of St. Louis Auxiliary, St. Louis 10 
aoae Vossier, Presbyterian Hospital in the City of 
New York, New York 32 


raat 

olumbus Con dies Auxili 

Auxiliary, Rockford, Il. 


Term Expires 1962 


Melba Powell, Coahoma County (H omen’ 


Secretory: Patricia Sussmann, 840 North 


Council on Planning, Financing 

and Prepayment 

Chairman: J. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 

Term Expires 1960 

Herman Herold, North Louisiana Sanitarium, Shreve- 


port 7, La. 

Delbert L. Pugh, Columbus Hospital Federation, Co- 
lumbus 3, Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 

Term Expires 196! 

Dean A. Clark, M.D. (vice chairman), Massachusetts 
General Hospital, Boston 14 

John D. Porterfield, M.D., deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 

Term Expires 1962 

Stanley Ontario Hospital Association, To- 
ronto 

James Presbyterian Hospital, Charlotte 


Robert M. Sigmond, Hospital Council of Western 
Pennsylvania, 

Secretary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford Hos- 
pital, Hartford 15, Conn. 

Term Expires 1960 

Louis B. Blair, St. Luke’s Methodist Hospital, Cedar 
Rapids, Iowa 

Gerhard Hartman, Ph.D., University Hospitals, Iowa 
City, Iowa 

Leon C. Pullen Jr., Decatur and Macon County Tospi- 
tal, Decatur, 

Term Expires (961 

Leonard O. Bradley, M.D., Winnipeg General Tospi- 
tal, Winnipeg 3, Man. 

Richard 1D. Vanderwarker, Center for Cancer 
and Allied Diseases, New York 2 

David I. Wilson, M.D. (vice University 
Hospital, Jackson 5, Miss. 

Term Expires 1962 

Henry T. Clark Jr., M.D., University of North Caro- 
lina, Chapel Hill, N.C. 

Cecilia H. Hauge, R.N., Veterans Administration, Wash- 
ington 25 

Henry N. Pratt, M.D., Society of the New York Hos- 
pital, New York 21 

Secretary: Madison B. Brown, M.D., 840 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D., Palo Alto-Stan- 
ford Hospital Center, Palo Alto, Calif. 

Term Expires (960 

Celeste K. Kemler, Valley View Hospital, Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, R.I. 

Harry M. Malm, Lutheran Hospitals and Homes So- 
ciety, P.O. Box 1587, Fargo, N. Dak. 

Term Expires 196! 

Elbert DeCoursey, M.D., Southwest Foundation for Re- 
search and Education, San Antonio 7, Tex. 

Charles S. Paxson Jr., Hahnemann Hospital, Philadel- 


phia 2 

James W. Stephan (vice chairman), University of 
Minnesota, Minneapolis 14 

Term Expires 1962 

—— Flagle, Johns Hopkins Hospital, Balti- 
more 

Walter J. McNerney, University of Michigan School of 
Business, Ann Arbor, Mich. 

Andrew Pattullo, W. K. Kellogg Foundation, Battle 
Creek, Mich. 


+ Daniel 8S. Schechter, 840 North Lake Shore 
Drive, Chicago il 


Executive Staff 


Edwin L. Crosby, M.D., director 

Maurice J. Norby, deputy director 

Kenneth Williamson, associate director 
Madison B. Brown, M.D., associate director 
James E. Hague, assistant director 

Richard L. Johnson, assistant director 
Edmond J. Lanigan, assistant director 

John E. Sullivan, controller 
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Want faster, more efficient cleaning? 
Want to keep your maintenance personnel happy? 


Put hard-working Mr. Clean 
your housekeeping staff 


Gamble’s Mr. Clean does mor 


. champ. Procter & 


cleaning - - faster 
type of cleanser, 


de 


UX: 
> 


He’s a work-saver, time-saver . . . and really handy 
to have around! He’s Mr. Clean, Procter & 
Gamble’s all-purpose liquid cleaner. Wherever he 
goes—and that can be almost everywhere— Mr. 
Clean gets the cleaning job done faster, easier than 
any other type of cleaning product. 


Bathrooms, kitchens, utility rooms .. . why, just 
a once-over from Mr. Clean and they’re spotless 
and sparkling. For every room and everything 
washable in the room . . . you’ll be really pleased 
at Mr. Clean’s speed. Used right from the bottle or 
diluted, Mr. Clean will quickly make light work 
out of the heaviest cleaning chore. Saves time, too, 
for many jobs require no rinsing. 


And because of Mr. Clean’s easy-to-handle bottle, 
your cleaning personnel can take him along every- 
where . . . no need to transfer from large bulky 
containers . . . no need to guess at amounts. Direc- 
tions are on every bottle. 


Yes, he’s the all-time champ at all kinds of clean- 
ing! Meet Mr. Clean himself! 


© THE PROCTER & GAMBLE Co. 


Look 


diet 


! Mr. Clean will clean everything you see here! 


spills and stains on grime on pipes 


air conditioners . . . lighting fixtures... and door jambs... medicine cabinets .. . under basins 
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DIAGNOSTIC TESTS FOR SYPHILIS 


LEDERLE ANTIGENS...MEETING RIGID QUALITY STANDARDS 


V.D. R. L. ANTIGEN designed for use in either the slide 
test or tube flocculation test of serum or spinal fluid (qual- 
itative or quantitative). Cardiolipin-lecithin-cholesterolized 
antigen. [he antigen meets the standards of reactivity spec- 
ified by the Venereal Disease Laboratory, U.S. Public 
Health Service. 


KAHN STANDARD ANTIGEN approved for application in 


the Kahn precipitation test for the diagnosis of syphilis with 


serum or spinal fluid. A cholesterolized alcoholic extract 
of beef heart. ‘his antigen meets the standards of reactivity 


specified by Dr. Kahn’s Laboratory. 


LEDERLE—A LEADER IN DEVELOPMENT OF DIAGNOSTIC 
ANTIGENS...MEDIA...SERUMS...EXTRACTS...FOR 
LABORATORY AND CLINIC 


For further information contact the Lederle Representative through your hospital pharmacy or write: 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York t Lederte ) 
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Enstaph is a complete germicidal laundry soap which 


includes specially formulated anti-bacterial agents to 
control staphylococcus aureus effectively while fab- 
rics are in use. 

Being a complete soap, Enstaph is easy to use. 
The germicide is built in. No extra formulas or addi- 
tives are needed—so use costs are low. 


The substantive quality of germicides in Enstaph 
has been thoroughly documented in laboratory and 
hospital tests. The test shown at right was designed 
to parallel the conditions where fabric is contami- 
nated with pus, blood, urine,food, etc. Bacteria strains 
used were isolated from hospital environments. 

Contact inhibition tests using FDA #209 Culture, 
Stability and Toxicity tests ... all help to confirm that 


Battle bacteria on 
all hospital fronts 


FABRIC CONTACT PLATE TEST 


CLOTH WASHED IN 
ENSTAPH 5 TIMES 


WASHED IN 
REGULAR FORMULA 


(MIXTURE OF STAPHYLOCOCCI!) 


ENSTAPH Fights ‘Staph’... Effectively 


Enstaph is only one of three effective “Staph 
Control”? products by Swift. Each has been 
especially formulated to decrease the incidence 
of staphylococcus infection in a specific ‘“‘dan- 
ger” area in the hospital. The results of ex- 
haustive tests used to help determine the 
effectiveness of these products are available 
to you upon request. Write Swift for details 
on how you can benefit from Swift’s ANTI- 
STAPH program. 


105— YEAR 


SWIFT & COMPANY 
SOAP DEPARTMENT 4115 Packers Ave., Chicago Illinois. 


FOR PATIENT AND STAFF SCRUB... 


BS 
> 


, In bar, liquid and liquid concentrate. 
For pre- and post-op personal wash 
and scrubbing. 


FOR ALL CLEANING... 


Hercules K:S-A 


Liquid detergent concentrate and 
powerful germicide to combat staph 
on walls, floors, etc. 


IN THE LAUNDRY... 


ENSTAPH 


The complete germicidal soap. Sub- 
stantive to fabrics. Proven anti-bac- 
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introducing He 


Mary W. Northrop, director of die- 
tetics and housekeeping of the 
King County Hospital System, 
Seattle, uses a historical approach 
in her article on dietitians on p. 68. 
Miss Northrop outlines the early 
history of dietetics, the present 
status of the profession and the 
future roles open to dietitians. 

In addition to her 29-year as- 
sociation with the King County 
Hospital System, Miss Northrop has 
been active in national dietetic as- 
sociation activities. She served as 
secretary of the American Dietetic 
Association from 1940-42. 

Miss Northrop holds a masters 
degree from Teachers College, Co- 
lumbia University. 


Miriam Aronstein Safren and Alphonse 
Chapanis, Ph.D., in Part I of a two- 
part article, report the findings of 


MRS. SAFREN 


DR. CHAPANIS 


their study of medication errors 
and near errors in a large hospi- 
tal during a seven-month period. 
In Part II of their article, to be 
published in the May 16 issue of 
this Journal, the authors make rec- 
ommendations for reducing medi- 
cation errors in hospitals. 

Mrs. Safren is a research fellow 
and instructor in the department 
of psychology at Johns Hopkins 
University and Dr. Chapanis is 
professor of psychology and in- 
dustrial engineering at the uni- 
versity. 

Mrs. Safren came to Johns Hop- 
kins University as a graduate stu- 
dent in the department of psy- 
chology. During the past three 
years she has been the recipient of 
a Gilman fellowship, a Johns Hop- 
kins University scholarship and a 
fellowship from the university’s 
department of psychology. 
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Mrs. Safren received her bache- 
lor of arts degree in 1957 from 
Temple University. Before enroll- 
ing at Johns Hopkins University, 
she served as psychologist for the 
Engineering Psychology Branch of 
Frankford Arsenal, U.S. Army. 

Dr. Chapanis currently serves as 
president of the Society of Engi- 
neering Psychologists, an organi- 
zation concerned with the appli- 
cation of behavioral data in the 
design of man-machine systems. 
He is the author of numerous pub- 
lications in the field of human en- 
gineering. His most recent work 
(1959) is Research Techniques in 
Human Engineering, a book on 
methodological problems. 

Dr. Chapanis completed his un- 
dergraduate work in psychology at 
the University of Connecticut be- 
fore enrolling at Yale University 
to complete the requirements for 
his M.A. and Ph.D. degrees. 


Judith Weilerstein, R.R.L., chief 
medical record librarian at Falk 
Clinic, University of Pittsburgh, 
describes the clinic’s program for 
training medical secretaries in co- 
operation with a medical secre- 
tarial school (p. 35). 

Prior to her Pittsburgh affilia- 
tion, Miss Weilerstein served as 
chief medical record librarian at 
Southampton (N.Y.) Hospital and 
at Shriners Hospital for Crippled 
Children, Salt Lake City. 

Miss Weilerstein is a member of 
the American Association of Medi- 
cal Record Librarians and the 
Pennsylvania and Western Penn- 
sylvania Associations of Medical 
Record Librarians. She is a past 
treasurer of the western Pennsyl- 
vania group. 

Miss Weilerstein is a graduate of 
the school for medical record li- 
brarians at St. Mary’s Hospital, 
Brooklyn, N.Y. 


**A Diack at the very center 


Is safer than a steady renter! 


He may move out or be dirt poor 


But pull out Diack and you’re sure.” 


SMITH & UNDERWOOD, Royal Oak, Michigan 
Sole manufacturers of Diack Controls and Inform Controls 
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An organization recently launched a fund-raising campaign. Rolling up his shirt sleeves, the Board 
President devoted countless hours a week to the project. Meanwhile, who “took care of his 
store?” Answer: No one. There are just so many hours in the day. And that’s one of the good 
reasons why organizations and institutions turn to the American City Bureau. We relieve you of 
the time-consuming details and give professional leadership to organizing .. . and running... 
your fund-raising appeals. Our booklet, “The Full Meaning of a Promise”, tells how we help 
raise funds. For your copy, write: 3520 Prudential Plaza, Chicago 1, Ill.; 470 Park Ave. South, New 


York 16, N.Y.,or 410 Forum Bldg., Sacramento 14, Calif. American City Bureau 


fund-raising is our business 
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A Century of 
Service to Medicine 
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The TUBEX closed-system injection method 
provides premeasured medication in 
presterilized glass cartridges to which are 
firmly affixed sharp, presterilized needles. 
Medication is easily and conveniently 
delivered from the cartridge-needle unit 
via a precision-made, durable syringe. 


MORE Efficient Central Supply—no needles to sharpen, no 
sterilization, no syringe breakage 

MORE Accurate Bookkeeping—no multidoses to divide; only 
one purchase order and accounting entry required 

MORE Efficient Use of Nursing Time—less preparation for 
injections; no plugged needles, no clean-up problems 

MORE Patient Comfort—presharpened needles ease pain of 
injection; accurate dose assured 

LOWER Labor Cost—no sterilizing and sharpening, faster in- 


jections, greater efficiency 


BETTER Inventory Control—storage and large inventory of 
needles, syringes, plungers, medication not required 


LESS Serum Hepatitis and other Cross-infections— 
cartridge-needle unit never used more than once; cannot transmit 
infections 


LESS Chance of Drug and Dosage Errors—doses accurately 


and clearly labeled; no measuring necessary 


More than 75 per cent of commonly administered 
hospital injectables are available in TuBex form. For 
others, empty needle-cartridge units can be utilized 
in amanner similar to that with conventional syringes. 


CLOSED-SYSTEM INJECTION 
TUBL\ 


Wyeth Laboratories Philadelphia 1, Pa. 
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Manually Operated Now 
... Hasy Conversion to 


Electric, Operation 
Later on 


cy 


HARD’'S NEW 
UNI-CRANK MULTI-HITE BED 
1493-PG 


e Single crank is permanently attached at foot end. 


e Easy to operate, needs only 29 turns to fully 
elevate or lower entire bed. 


e Exclusive Fulcrumatic Action reduces compli- 
cated gearing, insures safe, quiet operation. 


e Easy to convert to electric operation when 
desired. 


Standard accessories include: 
Fittings for 1516-PG Slida-Sides 
Chrome Baffle covers 
BB casters 


Contact Your Hospital Supply Dealer or write 


HARD MANUFACTURING COMPANY 
117 Tonawanda Street, Buffalo 7, New York 
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A SPECIAL MESSAGE 
FROM 
PRESIDENT NELSON 


Hospitals 


and federal employees health care 


HIS JUNE MORE than two million federal em- 

ployees and an additional two million of their 
dependents will choose a type of health care in- 
surance they feel is best for them. Never before has 
as large a group and as important a group been asked 
to make individual choices as to the kind of health 
insurance they want for themselves and their depend- 
ents. 

This is an event of vital importance to hospitals, 
the medical profession, and to the federal employees 
involved. The federal government is the largest em- 
ployer in the nation and recently it has assumed more 
of the currently popular attitudes of employers, 
particularly in the realm of fringe benfits. Five years 
ago, the Civil Service Commission agreed to permit 
payroll deductions and contributions toward life in- 
surance for federal employees. Now health care in- 
surance is being made available to those employees. 


F OR A LONG TIME the officers and staff of the Ameri- 
can Hospital Association, our representatives in 
Washington, and others have urged such protection. 
We applaud this government decision to offer health 
care protection to its employees and we applaud, too, 
the decision to rely on the voluntary system of free 
choice rather than a government-operated program. 

There is much at,stake here, for the future of the 
voluntary health care system, for the hospitals that 
will be looked upon as the providers of the hospital 
care, and for the medical profession that will provide 
the medical care. We firmly believe that a free choice 
voluntary system in health provides the best and 
most effective care. A measure of whether or not the 
people of the United States agree with this viewpoint 
and will continue to agree with it will be obtained 
by the results of this program. 

The federal employee will be confronted with what 
will appear to be a bewildering variety of some 40 
seemingly different choices of health care protection. 
Experts in the field of health care, hospital people 
and doctors should expect to be consulted and they 
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must be able to give advice on this problem. 
Historically, the American Hospital Association, 
through its membership, has held fast to the principle 
that hospital care should be purchased on a service 
basis. Too often the indemnity system has been found 
to be critically lacking at the time when it is needed 
most, The service principle of the voluntary prepay- 
ment system has averted “bargain basement” hospital 
care. It has been a primary factor in keeping the 
quality of our hospital care at its present high level. 


4 ve AMERICAN Hospital Association’s support of 
service benefits as opposed to indemnity benefits has 
been widely circularized. The Board of the Trustees 
of the Association as recently as February 7, 1957, 
approved criteria for judging the adequacy of bene- 
fits in prepaid health care plans. Part of that state- 
ment said: “...For an inpatient in a general or 
special short-term hospital the requisite days of care 
in a multiple bed accommodation and the unrestricted 
use of the special services provided through the hos- 
pital, both limited only by the judgment of the 
responsible physician in accordance with sound medi- 
cal practice...” The statement went on to list vir- 
tually all of the aspects of hospital care which should 
be made available to a patient on an “unrestricted” 
basis. In its entirety the statement specifically singles 
out the service benefit principle as the most advan- 
tageous type of protection an individual or family 
can possibly have. 

The officers, Board of Trustees, and staff of the 
American Hospital Association are firmly convinced 
that the best possible program being offered to the 
federal employees is the one which has been devel- 
oped through the Blue Cross and Blue Shield Plans. 
We hope that all of the members of the AHA will take 
advantage of every possible opportunity to support 
strongly this viewpomt and to make it known to 
the people who have this most important decision 
to make.—RusseLL A. NELSON, M.D., president, 
American Hospital Association. 
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. EMOTIONAL NEEDS OF PATIENT STRESSED 
AT NEW ENGLAND ASSEMBLY—The need 
for greater insight into the per- 
sonal and psychological needs of 
the patient was emphasized at the 
39th annual meeting of the New 
England Hospital Assembly in Bos- 
ton March 28-30. One speaker, an 
ophthalmologist, said hospitals 
once were all heart and no heal- 
ing and: now they are all healing 
and no heart. He said hospitals and 
their staffs have to get back to the 
art of healing in a spirit of friend- 
liness and understanding of patient 
psychology. 

Talks on nursing problems drew 
large audiences at the meeting. A 
nurse educator said that nurses 
have delegated to auxiliary mem- 
bers of the nursing team activities 
unique to nursing practice, while 
they cling to the administrative 
component of care—a component 
largely controlled by physicians. 
A hospital nursing director said 
the role of the hospital nurse is 
and will continue to be one of re- 
_ sponsibility for bedside patient 
care. 

Nelson H. Cruikshank, director, 
Department of Social Security, 
- AFL-CIO, said labor did not want 
to take over or socialize the na- 
tion’s health facilities, and that it 
wanted to be recognized as a 
friendly critic of hospitals. He said 
the purpose of helping people of 
the community to retain and to re- 
gain their health “seems frequently 
to be regarded by the hospital 
as almost incidental”. (Details p. 
102) 


» BLUE CROSS PLANS APPROVE REOR- 
GANIZATION PROPOSAL—Blue Cross 
Plans, at their annual conference 
in Los Angeles last month, voted to 
create a single national Blue Cross 
organization and to establish even 
closer ties with the American Hos- 
pital Association. Necessary 
changes in the bylaws of the AHA 


will be proposed to the Associa- 
tion’s House of Delegates at its 
meeting in San Francisco in Au- 
gust. The Blue Cross Association, 
meeting immediately after the con- 
ference, voted the necessary by- 
laws revisions to accommodate the 
changes. If the AHA House of 
Delegates takes action in August, 
as will be proposed, the Blue Cross 
Commission will go out of exist- 
ence on September 30, some of its 
functions passing to the BCA and 
others to the AHA. A new council 
would be created in the AHA 
structure to consider Blue Cross, 
prepayment and financing matters. 

A statement issued after the 
conference by chief officers of the 
three organizations concerned said, 
in part: “We hope that the new na- 
tional Blue Cross structure will 
add to the dispatch, economy and 
efficiency with which national ac- 
counts are served, whether uniform 
national benefits or local benefits 
are desired. . . A single national 
voice for Blue Cross, we believe, 
will facilitate the educational pro- 
cess by which Blue Cross and the 
national public influence each 
other.” (Details p. 101) 


REPORT FROM WASHINGTON—House 
Democratic leaders have decided to 
amend the Forand bill to provide 
a program of health insurance 
covering hospitalization only. 
House Speaker Sam Rayburn (D- 
Texas) has given his support to 
the recently proposed legislation 
which, in its original form, had 
been rejected by the House Ways 
and Means Committee. The com- 
promise bill backed by Mr. Ray- 
burn would include no surgical or 
medical benefits and would be fi- 
nanced through the social security 
system. (Details p. 95) 

@® The Senate Anti-Trust and 
Monopoly Subcommittee has re- 
opened its inquiry into allegations 
of excessive profits of drug manu- 


| digest of NEWS 


facturers. One witness said that 
“unless sweeping reforms are in- 
stituted, a truly ethical (drug) 
house cannot survive in the present 
competitive wrangle”. (Details p. 
96) 

® Jack C. Haldeman, M.D., chief 
of the Division of Hospital and 
Medical Facilities of the U.S. Pub- 
lic Health Service, told the Senate 
Appropriations Subcommittee that 
the $126.2 million requested by the 
Eisenhower administration for the 
Hill-Burton program in fiscal 1961 
would enable the states to initiate 
477 health facility projects. He said 
these projects would include an 
estimated 18,228 hospital and nurs- 
ing home beds and 142 health units 
of various kinds. In addition to 
beds financed by Hill-Burton, 
another 12,000 beds would be pro- 
vided from other funds, thus bring- 
ing the national total to approxi- 
mately 31,000 beds (Details p. 96) 


> MORE CONTROLS OF BLUE CROSS-BLUE 
SHIELD SOUGHT IN NEW JERSEY—In- 
creased attention to voluntary pre- 
payment plans was evident in bills 
and resolutions introduced recently 
in the New Jersey senate and as- 
sembly. One bill would give the 
state commissioner of banking and 
insurance the power to “review 
and disapprove practices, rules and 
procedures such as termination, or 
refusal to renew, coverage, selec- 
tion of risks and underwriting 
classifications” of the Blue Cross 
Plan. (Details p. 105) 


> HOSPITAL TRAINING REQUIRED FOR FU- 
TURE AAGP MEMBERS—After Jan. 1, 
1966, two years of hospital train- 
ing will be required of all appli- 
cants for membership in the Amer- 
ican Academy of General Practice. 
The organization’s congress of dele- 
gates, meeting in Philadelphia, also 
favored continuance in depart- 
mentalized hospitals of separate 
general practice departments to 
conduct their own clinical reviews. 
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Syringe available is 


ACCEPTANCE 
| | millions used annually | | 
YLE A 
| | PHARMASEAL LABORATORIES PHARMASEAL’ Glendale, California 


BURROUGHS HOSPITAL ACCOUNTING MACHINES 
REDUCE COSTS, PROVIDE COMPLETE CONTROL 
OF PATIENT ACCOUNTS 


The seene: Expanding Greenville General Hospital, Oreneniiit S. C. 
The job: Accounting records of 25,000 in-patients and 100,000 out-patients 
annually. The equipment: Burroughs Series F Accounting 
Machines. The results, in the words of Director Robert E. 
Toomey: “Burroughs Accounting Machines chosen largely on 
the basis of our satisfaction with other Burroughs equipment 
throughout the hospital greatly facilitate our ‘Columnar Plan’ 
accounting. Together, the plan and the equipment have increased 
speed and accuracy, drastically cut direct operating costs, and 
given us complete control of patient records.” Burroughs—TM 


Director 


Robert E. Toomey | 

Greenville General Hospital is one of many B | 

urro office automation ulpment or 

detain, to see our “alm, “Data Corporation 


for Diagnosis.” Call our nearby branch now. Or 
i Co i Detroit 32, Mich. 
“NEW DIMENSIONS | in electronics and data processing systems” 
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NEW McKESSON 


CABINET MODEL 


@ Supplied with any combination of 
gases now in use. 


®@ Equipped with bi-phase flow meters. 


@ Flow-rate controls mounted on front 
for utmost operating convenience. 


@ Twin Canister Absorber with 1800- 
gram baralyme capacity. 


@ Bag-Pressure Gauge shows pressure 
of gases in circuit at all times. 


& Direct Oxygen Button for immediate 
oxygen under pressure. 


@ Direct Nitrous-Oxide Button for quick 
refilling of nitrous bag. 


@ Large storage capacity in four lock- 
ing drawers. 


2% 


‘THE ULTIMATE 


@ Stainless steel top and heavyweight 
steel construction. 


@ Finished in green enamel, trimmed 
with chrome-plated parts. 


@ Supplied with wide variety of 
accessories, 


NEW CABINET 
MODEL 


For prices, other features 
and full details, 

write for McKesson 
Cabinet Model literature. 


McKESSON APPLIANCE COMPANY 
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Linen requirements 


What is the recommended standard 
regarding quantity of linen in circula- 
tion in hospitals? 


The American Hospital Associa- 
tion does not have a recommended 
standard for the number of changes 
of linen which should be main- 
tained in circulation in the hospi- 
tal. Generally speaking, the amount 
of linen in circulation depends on 
the number of days which the hos- 
pital laundry operates. It has been 
suggested that hospitals maintain 
a total inventory of six to seven 
changes of linen per bed. Hospitals 
that use commercial laundries need 
a larger inventory. 

—G. A, WEIDEMIER 


Housekeeping literature 


Is it possible to acquire housekeep- 
ing information through the abstract 
cards published by the American Hos- 
pital Association? Is there a list of the 
cards available? 

The Hospital Planning Abstract 
Service will not be suitable to meet 
your needs. The focus of this serv- 
ice is community planning, financ- 
ing, design and construction of hos- 
pitals. 

A good source for available 
housekeeping literature is the 
Hospital Literature Index, also 
published by the American Hos- 
pital Association, It is issued every 
six months on a subscription basis. 


Your hospital library probably has- ' 


this publication available. Anoth- 


er source is the Hospital Abstract - 


Service published by Physicians’ 
Record Co., 3000 S. Ridgeland Ave., 
Berwyn, Ill.—BrYAN LOVELACE JR. 


AHA incident report form 


How was the American Hospital 
Association Incident Report devel- 
oped? What do insurance carriers 
think of this form? 


The Incident Report was origi- 
nally conceived of as the basis of 
a system for collecting data rela- 
tive to the number of incidents. As 
development of the report pro- 
gressed, the emphasis was changed 
so that the report would be used 
as an administrative tool for the 
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study of causes and possible pre- 
vention of incidents in hospitals. 
Appropriate administrative study 
and action based on information 
derived from the Incident Report 
would result in safer hospitals and 
few incidents. 

A subcommittee of the Commit- 
tee on Insurance for Hospitals de- 
veloped the Incident Report. Be- 
fore it was submitted to the AHA 


Board of Trustes for approval, it 
was thoroughly studied at a joint 
meeting of the Committee on In- 
surance for Hospitals and the 
Committee on Safety. The review 
committee was made up of admin- 
istrators, physicians, nurses and 
an advisor to the Committee on 
Safety from the National Safety 
Council. 


As to how insurance carriers 
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DUST-TEX SERVICE 


time and money saving rental basis 


REDUCES MAINTENANCE EXPENSE UP TO 33% AND MORE! 


Proved in hospitals across the nation...the new, scientific main- 
tenance method for greatly improved sanitation and efficiency. 


DUST-TEX SERVICE COLLECTS DUST and DIRT 
and CARRIES IT FROM YOUR BUILDING 


Here Are Only a Few Ways This 
New, Scientific Service Helps You 
ELIMINATES your present expense for 
old fashioned cleaning equipment. 
Service furnishes and maintains your 
cleaning equipment. THERE’S NOTHING 
FOR YOU TO BUY. 


ELIMINATES up to 4. your wax jobs. 
Dirt is not ground into your floors be- 
cause it's carried away. 


ELIMINATES your mop and treating 


SERVICE FURNISHES EVERYTHING! 


tificall FEATHER-LIGHT 18” to 42” 
supply expense. Dust-Tex Service de- si SMALL MOPS FOR swivel-action mops. 
livers clean, scientifically treated sup- dust cloths SMALL AREAS Cone 30 seconds. 
plies to you regularly. INGS TO TIE. 
ELIMINATES OIL BUILDUP — Dust-Tex 

mops and cloths clean dry, clean scien- 
fifieally. SAVES HOURS, CUTS EXPENSE. 
-Nothing to Buy! 


Give if a Try.. 


L 


DU 
35 W 


CI 


Mail Coupon Now for Complete information 


ST- 


TEX CORP. H50 | 
W. Dakota Ave., Denver 23, Colo. 

Please send me name of my neoresf 
Dust-Tex service 


Please send me complete liter 
on patented Dust-Tex Service 


STATE 
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First from American 


New ideas, 
new products 


the 
nursery... 


through one service expert! 


American representatives understand the needs of the 
nursery. They offer valuable experience and expert coun- | 
sel in every hospital area... and the widest, most com- 
plete selection of products and services in the field. You 


Meet Charlie Fellers, a representa- 


. tive inthe Atlanta Region. A graduate 
can rely on American s reputation for quality and for 
prompt, dependable delivery. Your man from American joined our staff in 1947. Typical of 
. . . American representatives, Charlie 
is dedicated to your hospital’s best interests . . . call uth 


of responsibility to your needs. 


MERICAN 


2020 RIDGE AVE., EVANSTON, ILLINOIS Regional Offices: Atlanta « Boston « Chicago « Columbus « Dallas 
Export Departments: General—Fiushing 58, L.1., N. Y., U.S.A.; 


him with confidence. 


The First Name 
in Hospital Supplies 
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Hospital 


~lomae 


Kansas City « Los Angeles « Miami « Minneapolis « New York « ‘San Francisco « Washington 
Latin America—Miami 35, Fla., U.S.A. 


f ee 
* 
C t 
? 
- 
f 


view the Incident Report, I believe 
that any insurance carrier would 
approve of the systematic collec- 
tion of data where the possibility 
of a suit is involved. The hospital 
group insurance program of the 
Hospital Association of New York 
State is using this report with only 
a few minor changes, and does so 
with the full approval of its in- 
surance carrier. 

The Incident Report forms are 
available from the AHA in pads 


of 100 sheets priced at $1.75 per 


pad. Member hospitals of the AHA 
may reproduce the form at no 
charge if they wish. 

—EDWARD J. MILLER 


Discounts for trustees? 

Is it usual to give discounts to mem- 
bers of a hospital’s board of directors 
on hospital bills they may incur? 

In my opinion, discounts should 
not be granted to members of a 
hospital’s board of directors. In a 
nonprofit hospital, persons accept 
board membership as part of their 


new 
for 


two new delivery room devices 


PLASTIBELL disposable circumcision bell 
may be applied at birth in 2 to 3 minutes. 


Minimizes chance of hemorrhag- 
ing. Hemostats and scissors are 
only instruments required. No 
dressings or postoperative care 


needed. Lightweight bell drops off in 5 to 8 
days leaving clean, well-healed line of excision. 


CORD-CLAMP seals any size umbilical cord 


over safe quarter-inch area, elimi- 
nates hemorrhaging and seepage. 
Easily applied with one hand, 
requires no tools. Maintains con- 
stant pressure as the cord shrinks. 
No belly band or dressings needed. 
Blind catch and serrated edges 


prevent accidental release or slipping. Auto- 


clavable and disposable. 


Write for samples and literature 7. _HoLUster: 
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community responsibility and not 
because of any benefits that may 
accrue to them as a result of 
this membership. It is true that 
many trustees devote considerable 
amounts of time to hospital activi- 
ties. This, however, does not alter 
the fact that they are rendering a 
voluntary service to the communi- 
ty because of their belief that this 
will provide a better community 
in which to live. 

In many hospitals, the governing 
board has adopted a policy with 
regard to this matter which states 
that no governing board member 
shall receive a discount but shall 
pay the hospital in accordance with 
the hospital’s charge structure for 
any services received. It is most 
helpful to the hospital administra- 
tor to have a clear policy covering 
this matter.—RIcHARD L. JOHNSON 


Auxiliary policy committee 
What are the duties and powers of 
an auxiliary policy committee? 


The American Hospital Associa- 
tion’s suggestions as to the duties 
and powers of an auxiliary policy 
committee are set forth in the 
manual Patterns and Principles for 
Hospital Auxiliaries, which states, 
“Its major objective is to improve 
the quality of service rendered by 
all divisions of the organization.” 

In order to attain this aim, the 
first job of the policy committee 
would be to evaluate objectively 
the total needs of the hospital that 
can be filled by the auxiliary. 
Then the committee would meas- 
ure the auxiliary’s accomplish- 
ments against these neéds. 

Another task which would fit 
well with the policy committee’s 
evaluation responsibilities, might 
be the preparation of job descrip- 
tions for all auxiliary officers, com- 
mittee chairmen, and committee 
members. Many auxiliaries find 
that their procedural problems are 
caused by the fact that many of 
their officers, chairmen, and mem- 
bers do not fully understand their 
duties nor how these duties fit in 
the over-all scheme of services. 

The manual cited above is avail- 
able from AHA headquarters at 


$1.50 per copy. 
—PATRICIA SUSSMANN 


The answers to these questions should not be con- 
strved as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 
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THE IPCO |. V. ARM BOARD SYSTEM 
is comprised of 


CUSHION BOARD of soft, polyure- An effective method to immobilize patient's arm in 
thane foam bonded to a basswood 

splint core. Entire board encased in heat: the administration of intravenous solutions — thus 
sealed vinyl. PLUS, abolishing the need for materials and time spent in 


preparing makeshift arm boards. The IPCO I.V. Arm 


DISPOSABLE DURA-WEVE® SLEEVE 
Board System provides a comfortable, unified, eco- 


this combination provides: 


A reusable, easily cleaned board nomical prop in accord with today's most modern 
Complete adaptation to normal procedure technique. 
Greater utility with no time 
loss in the preparation of arm boards > FREE SAMPLES AVAILABLE UPON REQUEST @ 


Greater patient-comfort since Dura-Weve® 
absorptive qualities help prevent irritation HE-616 I.V. Arm Board HE-616X 1.V. Arm Board 
One time use of sleeve for each patient 18” LONG 9” LONG 
aids materially in controlling cross infection 6 | $ 1.35 ec. 6 | $ 1.20 ec. 
©PRODUCT OF SCOTT PAPER CO doz. | 13.95 doz. 1 doz. | 12.75 doz. 
3 doz. | 12.95 doz. 3 doz. | 11.75 doz. 
6 doz. | 11.95 doz. 6doz. | 10.75 doz. 
let f Minimum Order—6 
a complete source for 
hospital supplies and equipment HE-616A Dura-Weve® Sleeve | HE-616AX Dura-Weve® Sleeve 
for Arm Board for 1.V. Arm Board 
18” LONG 9” LONG 
— 100 $8.45 C 100 $4.45 C 
HOSPITAL SUPPLY CORP. 300 (case) 7.75 C 300 4.25 
600 (2 coses)| 7.45 C 600 (case) 3.95 C 
NOTE: Please write for information and prices on conductive boas 
rubber covers for Arm Boards for use in O.R. 
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EXACTLY THE 
CASTERS AND WHEELS = 


YOU WANT 


Fight Uf Gur DARNELL DARNELL 
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DARNELL 


to meet your exact needs 


There is a type of Darnell Caster or 
Wheel for every kind of use and 
floor. Made for light, medium and 
heavy- duty service, you are sure to 
find in the Darnell line the exact 
caster or wheel to meet your indi- 


vidual requirements .. . 


DARNELL DISTRIBUTOR 
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DARNELL CORPORATION, Lro. 


LOS ANCELES COUNTY CALIFORNIA 
37.28 SIXTY FIRST ST WOODSIDE 77 
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LETTERS TO THE EDITOR 


Where credit is due 


Dear Sir 

It is indeed regrettable that R. 
Mark Stanton, author of the arti- 
cle, “The Postnatal Infection Sur- 
vey ... Early Warning of Nursery 
Danger”, which appeared in the 
March 1 issue of HOSPITALS, 
J.A.H.A., failed to give the proper 
credit to the visiting nurse agen- 
cies in this area _ [Torrington, 
Conn.] who have conducted the 
survey. All of the agencies have 
gone to considerable expense and 
have utilized the valuable time of 
their staff to make a success of the 
survey which in the end was a 
direct benefit to the public and the 
hospital, but in no way added to 
our public health nursing program. 

Participating in the survey were 
the visiting nurse service of the 
Maria Seymour Brooker Memori- 
al, Inc., the Litchfield Public 
Health Nursing Association, the 
Goshen-Cornwall Public Health 
Nursing Association, the Morris- 
Bethlehem Public Health Nurs- 
ing Association, and the State of 
Connecticut public health nurse 
for Harwinton.—GeorGEeE W. Lay- 
cock, director, Maria Seymour 
Brooker Memorial, Inc., Torring- 
ton, Conn. 


Postscript from Author Stanton: 


Author Stanton regrets not only 
his failure to give mention to the 
visiting nurse organizations but 
also to acknowledge the principals 
involved in the survey program. 

Without the consent of the pres- 
idents of each of the visiting nurse 
associations, the survey program 
would have lacked completeness. 
The presidents of these associa- 
tions were: Frederick Fuessenich, 
president, Maria Seymour Brooker 
Memorial, Inc., Torrington, Conn.; 
Mrs. Ralph Crippen, president, 
Litchfield Public Health Nursing 
Association; Mrs. Samuel Barthol- 
omew, president, Goshen-Cornwall 
Public Health Nursing Association; 
Arthur Austin, president, Morris- 
Bethlehem Public Health Nursing 
Association, and Matilda DeSopa, 


public health nurse, Connecticut 
State Department of Health. 

The Maria Seymour Brooker 
Memorial, Inc., bore the brunt of 
the program, The area that it 
serves required the greatest num- 
ber of visits and its office acted as 
the central agency for the gather- 
ing of data from other visiting 
nurse groups. 

Collation and interpretation of 
data by Dr. Lincoln Opper, pa- 
thologist at the Charlotte Hunger- 
ford Hospital, Torrington, Conn., 
was vital if the collected informa- 
tion was to be authoritative. 

One last proper credit should 
be given to the visiting nurse, 
without whose selfless dedication 
there would be no criteria for 
safety in our nursery. She is Mrs. 
Muriel Morin, R.N., whose pleas- 
ant face graced the cover of the 
March 1 issue of HOSPITALS, 
J.A.H.A.—R. MARK STANTON, direc- 
tor, Charlotte Hungerford 
Torrington, Conn. 


Providing pharmacy service 


Dear Sir 

After reading the interesting 
article on hospital-retail pharmacy 
cooperation by Messrs. McNabb 
and Wyatt in the March 1 issue of 
HOSPITALS, J.A.H.A., I feel that they 
should be thanked for spotlighting 
a method for solving an all-too- 
often problem that has been greatly 
underemphasized. While theirs is 
but one solution, I feel that it is 
undeniably a step in the right di- 
rection. Although the ideal solution 
is the employment of a full-time 
hospital pharmacist, circumstances 
often do not permit. Moreover, to 
look at the employment of a phar- 
macist only from the financial point 
of view is certainly not taking into 
account the benefits (some of which 
are mentioned in the article) that 
are accrued to the patient, the 
hospital and its staff. 

I am certain that anyone inter- 
ested in the subject of hospital- 
retail pharmacy cooperation must 
take into account that the field of 
hospital pharmacy is a young one, 
and one that is rapidly growing 
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and making great strides. One has 
only to look at some of our hospi- 
tals with a progressive hospital 
pharmacy department to see the 
many facets of activity that are 
directly and indirectly benefited by 
the hospital pharmacy service. Here 
again, it is so often the intangibles 
where a pharmacy department can 
greatly aid a hospital organization. 

It would be interesting to read 
next year that a full-time phar- 
macist had been employed, and of 
the improvements that had re- 
sulted. Emma L. Bixby Hospital, 
Adrian, Mich., might then repre- 
sent a typical example of the 
chronological development of a 
hospital pharmacy.—JOEL YELLIN, 
pharmacist, the Hebrew Home for 
the Aged, Riverdale, Bronx, N.Y. ® 


The zealous administrator 


Dear Sir 

I read the article “100 Beds and 
Where They Went: A Hospital 
Fable” in the January 16 issue of 
the Journal. 

Naturally the term “hospital 
fable” is a disguise for a given 
situation which is hypercritical of 
a man who was trying to do a 
good job. First of all, this hypo- 
thetical 100-bed hospital must 
have been a hotel converted into a 
hospital, but they did not finish 
the job of adding the services 
needed for a typical hospital. In 
fact, this original 100-bed hospi- 
tal would not have met state licen- 
sure requirements. 

This budding, young, well 
trained administrator made mis- 
takes in his over-zealousness to do 
a good job. Show me a man who 
does not make mistakes and ! will 
show you a man that is not doing 
anything.—Lovuis C. BROWN, ad- 
ministrator, Jarman Memorial Hos- 
pital, Tuscola, Ill. 


A fact, not a belief 


Dear Sir 

On p. 110 of the January 16 
issue of the Journal the statement 
is made that “The hospitals’ posi- 
tion has been based on the belief 
that there is no law in Illinois 
which requires hospitals, as non- 
profit’ institutions, to recognize 
unions”. This is not a matter of 
belief. It is not an allegation. It is 
not a contention. It is a fact.— 
Howarp F. Cook, executive direc- 
tor, Chicago Hospital Council. ® 
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ROMANCE AT THE COOLER? Could be..we don't 
know about that. All we do know is that all across the 
country folks are in love with Halsey Taylor fountains. 
And rightly so, because whether it’s a stainless steel 
fountain or a new Wall-Mount cooler, architects, 
plumbing contractors and building owners know if 
it’s Taylor-made, it’s dependable and health-safe! 7he 


Halsey W. Taylor Co., Warren, Ohio 


it's only natural to select 
Halsey Taylor stainiess 
stee! fountains to harmonize 
with modern interiors, 
in banks, office buildings and 
commercial structures. 
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AN IMPORTANT STATEMENT ON 
BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The individual nitrofurans — ALTAFUR, FURADANTIN, 
FUuROXONE, FuRacin—are not interchangeable either in 
clinical application or in susceptibility testing. Although 
chemically related, these compounds differ to a highly 
significant degree in their range of antibacterial activity 
as well as in solubility, diffusion rate, and other physical 
characteristics. For this reason, SeNnsi-Discs* containing 
each of these nitrofurans are provided for appropriate 
disc plate testing. Results are valid only for the compound 
tested. Cross-interpretation will lead to erroneous con- 


clusions. 
Nitrofuran Antibacterial Spectrum Clinical Application oh Plate 
ALTAFuR® Wide. Particularly Systemic infections, ALTAFUR 
(brand of furaltadone) effective against including those of the Sensi-Discs* 
staphylococci, including respiratory tract and , 
antibiotic-resistant soft tissue. (Rapidly 
strains. absorbed, low urinary 
excretion.) 
FuRADANTIN® Wide. Highly active Urinary tract infections. FURADANTIN 
(brand of nitrofurantoin) against urinary tract (Rapidly absorbed, high SeNstI-Discs* 
pathogens. urinary excretion.) 
FurROXONE® Wide. Especially Enteric infections. FUROXONE 
(brand of furazolidone) effective against (Minimal systemic Sensi-Discs* 
enteric pathogens. absorption.) 
Furacin® Wide. Encompasses Used topically only. FURACIN 
(brand of nitrofurazone) most surface pathogens. Senst-Discs* 


*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 
NITROFURANS—a unique class of antimicrobials 


EATON LABORATORIES, NORWICH, NEW YORK 
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editorial notes 


—a better means to the end 


cross took a sharp scold- 

ing in Los Angeles last month 
—from one of its own friends and 
at its own meeting. 

The scolder was John W. Payn- 
ter, financial vice president and 
treasurer of the J. L. Hudson Com- 
pany, a Detroit department store. 
Mr. Paynter carries a management 
point of view. He is also a member 
of the board of the Michigan Blue 
Cross Plan. Therefore, he bears a 
Blue Cross point of view. 

These are some of the things Mr. 
Paynter told his Blue Cross 
friends: 

“Some of you are running scared 
—pitching your basic principles 
overboard and trying to meet the 
competition on their own ground 
and with the weapons of their 
(underlining the author’s) choos- 

“Some of you are doing nothing 
—becoming static in the face of 
challenge . .. and refusing to 
move forward in the clearly in- 
dicated direction of broad benefit 
programs.” 

Mr. Paynter said some even 
sharper things to his Blue Cross 
friends, but the one thing he men- 
tioned in his talk at the Annual 
Conference of Plans in Los An- 
geles last month on which we 
would like to dwell is the current 
program for the reorganization of 
the national Blue Cross structure. 
Mr.::Paynter said that he must 
hasten to add that “from manage- 
ment’s viewpoint, the active steps 
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you are now taking in setting up a 
strong national Blue Cross struc- 
ture with a strengthened partner- 
ship with the American Hospital 
Association could lead to the most 
exciting and promising develop- 
ment in Blue Cross in the next 
decade— IF THEY ARE IMPLEMENTED 
WITH ACTION AND PARTICIPATION BY 
ALL THE INDIVIDUAL (BLUE CROSS) 
PLANS (capitalization Mr. Payn- 
ter’s).” 

In this issue of our Journal is 
an account of the steps taken by 
the Annual Conference of Blue 
Cross Plans and by the Blue Cross 
Association to bring into reality 
what the leaders in the nonprofit 
prepayment field believe is neces- 
sary if voluntary prepayment is to 
provide in the United States the last 
bulwark against government med- 
icine. While some of the prepay- 
ment and hospital leaders might 
disagree with Mr. Paynter’s criti- 
cism of Blue Cross, there are none 
who would not agree with his 
statement that “Blue Cross is the 
only realistic method ultimately to 
avoid government medicine. And I 
mean complete, restrictive, sub- 
ject-to-political-whim, full-blown 
government medicine. I firmly be- 
lieve that if Blue Cross and Blue 
Shield do not do the job, there is 
no alternative.” 

The action taken in Los Angeles 
last month could be a giant step 
toward avoiding this alternative. 
The House of Delegates of the 
American Hospital Association 
will consider proposals which are in 
effect the final procedural steps to 
implement this important. change. 


Blue Cross, as our partner, has 
taken its steps to strengthen this 
partnership. The House of Dele- 
gates will have the opportunity to 
take the final steps toward this 
strengthened partnership. But, 
presuming that the House of Dele- 
gates does indeed complete the 
structural changes, it must be re- 
membered that what has already 
happened in Los Angeles and what 
is up for final action in San Fran- 
cisco at the AHA meeting is simply 
a change in structure. This struc- 
ture was devised after long con- 
sideration and long discussion with 
hospital officials and with Blue 
Cross Plan officials, led by a com- 
mittee headed by Frank S. Groner, ° 
AHA president-elect. But it is only 
an improved structure; of itself it 
will necessarily accomplish noth- 
ing. It simply gives us, in the vol- 
untary prepayment hospital part- 
nership, an improved means to the 
end we have always held constant, 
the best hospital care in a volun- 
tary system. 


—‘tell your story’ week 


RIVING ACROSS country during 
the second week of May last 
year, a member of the American 
Hospital Association became newly 
aware of the growing impact of 
the observance of National Hospi- 
tal Week. Tuning his car radio to 
a new local station as each previ- 
ous station faded with distance, 
he was each time told “This is 
National Hospital Week. We salute 
our nation’s hospitals for their new 
roads to recovery!” 

This year as the week of May 
8 through 14 approaches, more 
hospitals than ever before are 
busily engaged in final prepara- 
tions for the observance. The theme 
of “many hands and many skills” 
offers an unusual opportunity to 
explain the hospital story to the 
public in its basic terms of human 
beings serving human needs. It 
is a story to be told not only in 
the spotlight of the week but in 
the continuing year-round efforts 
of all who work in and for hos- 
pitals. 

We look forward to learning of 
the uses made by hospitals and the 
groups of hospitals of this nation- 
ally supported opportunity for de- 
velopment of community under- 
standing of hospitals and hospital — 
care. 
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by MIRIAM ARONSTEIN SAFREN 


and ALPHONSE CHAPANIS, Ph.D. 


RRORS IN.medication are a per- 
sistent and complex problem 

in modern hospitals. Although these 
errors fortunately are low in fre- 
quency, they are always annoying 
and are sometimes hazardous. The 
purpose of this essay is to study 
such medication errors, using the 
critical incident technique. An at- 
tempt has been made to catalogue 
and describe the common kinds of 
errors and to analyze their causes. 


. Miriam Aronstein Safren is a research 

fellow and instructor in the department 
of psychology, the Johns Hopkins Univer- 
sity. This thesis was submitted to the 
faculty of philosophy of the university 
to meet the requirements for an M.A. de- 
gree. Alphonse Chapanis, Ph.D., is profes- 
sor of psychology and industrial engineer- 
ing, the Johns Hopkins University. 
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INCIDENT STUDY 
HOSPITAL 
MEDICATION 


PART ONE OF A TWO-PART ARTICLE 


In Part I of a two-part article, the authors report their study of 178 medica- 
tion errors and near errors occurring in an 1100-bed hospital during a seven- 
month period. They discuss the critical incident technique as a method of studying 
the problem, previous research and its shortcomings and the major causes of 


errors unearthed by the study. 


In Part II, which will appear in the next issue of this Journal, the authors 
will outline their recommendations, based on the study findings, to reduce 
medication errors and near errors in hospitals. 


The ultimate aim of the stidy is 
to suggest ways of making the 
medication system safer and more 
efficient. * 


The critical incident technique is 
a procedure for collecting direct 
observations of human behavior 


JS 


and is aimed at the solution of 
practical problems.! The incidents 
with which it deals are descriptions 


of directly observable complex hu- 


*This study is one of several being con- 
ducted by the Operations Research Divi- 
sion of the Johns Hopkins Hospital under 
the general directorship of Mr. Charles 
D. Flagle. The authors gratefully acknowl- 
edge the financial su rt provided for 
this study by Public Health Service Re- 
search Grant GN-5537 from the PHS Divi- 
sion of Nursing Resources 
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man activity. For the incident to 
be critical, it must describe a seg- 
ment of behavior that is relevant 
to some stated objective. For ex- 
ample, if the incidents are to be 
used for evaluating job perform- 
ance, situations showing how well 
a person did his job would be de- 
scribed by the observer. If they are 
aimed at reducing errors, the ob- 
server describes situations in which 
errors were made. Each incident 
should be described completely 
enough so there is no doubt as to 
what happened. 

After obtaining a _ substantial 
number of incidents, the investiga- 
tor looks for common elements, 
and then for descriptive categories 
into which they all can be classi- 
fied. The categories are operation- 
ally defined; that is, the meaning 
of each one is specified by a par- 
ticular set of operations and condi- 
tions. From the incidents that are 
classed in each category, the in- 
vestigator then infers critical fac- 
tors—factors which seem to be 
associated with or responsible for 
the occurrence of incidents. 


PAST RESEARCH ON MEDICATION ERRORS 


Probably because of the diffi- 
culty of studying such highly per- 
sonal errors, little research has 
been done in this area. Byrne, 
however, studied medication errors 
reported by student nurses for two 
consecutive years.2 She classified 
them according to type and tried 
to determine their causes. Although 
her classification by cause was 
sometimes vague, some of her cate- 
gories did lead to recommendations 
for reducing medication errors. 
These recommendations were car- 
ried out at the end of the first 
year and led to a drop in the total 
number of errors made during the 
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second. However, reductions did 
not occur for all types of errors. 

Similarly, Corcoran reported an 
analysis of 116 errors made by 
student nurses over a two-year 
period.* Her classification of the 
causal factors was often vague and, 
perhaps for this reason, she found 
no relationship between the type 
of error and the behavior that pre- 
Cipitated it. Some of her descrip- 
tive labels did focus attention on 
specific problems and could have 
suggested remedies had she pur- 
sued the problem further. 

A recent general article by 
Schlosberg lists some types of 
errors and the frequencies with 
which they occurred in a large 
hospital. Perhaps the most im- 
pressive finding in this study is 


‘that 360 medication errors were 


made over a 12-month period. 
Schlosberg also discusses the need 
for more studies in this area and 
lists some possible safeguards 
against these errors. According to 
him, the problems of the medica- 
tion system are made worse by 
continuing shortages of profes- 
sional personnel and the increasing 
number of medications required. 

Perhaps the best way of sum- 
marizing this past work is to say 
that it is suggestive but not defini- 
tive. The present study is an at- 
tempt at a more comprehensive 
and thorough analysis of medica- 
tion errors than has been under- 
taken previously. 


First, the investigator spent sev- 
eral weeks becoming familiar with 
the medication system by observ- 
ing it carefully in the company of 
nursing personnel. Next, the in- 
vestigator and the director of 
nursing service studied 250 medi- 
cation incidents* to find out some 
of the things that had occurred in 
the past and to gain some insight 
into what might be expected in 
this investigation. Careful study of 
these medication incidents showed 
that they all fell into one or an- 
other of seven types. In order of 
frequency, these are: 

*For the past 15 years, the nursing de- 
partment has kept, mainly for legal rea- 
sons, a record of medication incidents and 
all other unusual occurrences in the treat- 
ment and care of tients. The practice 
of writing up any incident at the time it 

rocedure 


occurs is taught as a uired 
to all nursing personnel, 


1. The wrong patient received a 
medication. 

2. A patient received a wrong 
dose of medication; that is, a pa- 
tient received an amount greater 
or less than the prescribed dose. 

3. A patient received medication 
at the wrong time. 

4. A patient’s medication was 
omitted. 

5. A patient received the wrong 
drug; that is, a drug other than the 
one prescribed by the physician 
was administered to him. Incidents 
classified under 1 above are not 
included in this category. 

6. A patient received an extra 
(unordered) dose of medication; 
that is, a patient was given a dose 
of medicine after an order to dis- 
continue it, or after he had re- 
ceived the scheduled medication 
from another nurse. Incidents clas- 
sified under No. 2 above are not 
included in this category. 

7. A patient received medication 
through an improper route; for ex- 
ample, medicine was given intra- 
muscularly instead of orally. 

In addition, the analysis of these 
incidents suggested several com- 
mon causes underlying medication 
errors and yielded insights which 
proved valuable in the design of 
the questionnaire described below. 


The next procedural step in- 
volved the design of a question- 
naire for collecting medication in- 
cidents as they occurred. This was 
necessary since none of those 
used in previous investigations re- 
quested enough detail of the right 
kind for purposes of this study. In 
designing this form, the following 
requirements were kept in mind: 

Nursing personnel were to fill 
out a questionnaire whenever they 
made a medication error or near 
error, or witnessed someone else 
do so. Respondents were to remain 
anonymous to encourage maxi- 
mum participation without fear of 
recrimination. The questionnaire 
was to be brief, yet would contain 
all items relevant to the study. It 
was to serve the dual purpose of 
collecting and categorizing the in- 
cidents. 

In final form, the questionnaire 
listed the seven categories or types 
of incidents which, in the analysis 
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_ just described, were found to in- 
clude all the medication errors 
previously reported. The form was 
so designed that the respondent 
needed only to check the type 
which characterized the medica- 
tion error or near error she was 
reporting. Space was also provided 
for her to describe the situation in 
detail if it did not seem to fall into 
any of the seven categories. 

In addition, the questionnaire 
listed some of the causes which, 
in the analysis described, accounted 
for most of the medication errors. 
The respondent needed only to 
check the appropriate cause. Ad- 
ditional space was provided for 
her to state the cause in her own 
words, in case none of these cate- 
gories seemed to apply. 

Finally, the form contained an- 
other group of questions designed 
to elicit supplementary informa- 
tion about the circumstances sur- 
rounding the incident. These usu- 
ally could be answered by a check 
mark or word. 


COLLECTING THE DATA 


After the questionnaire was de- 
signed, an orientation program was 
set up to introduce the study to 
the nursing personnel. The inves- 
tigator first met with the super- 
_ visory personnel of all the services 
of the hospital. This was followed 
by a series of interviews with the 
nurses in each division. In these 
orientation talks, the investigator 
covered the following points: 

1. Purpose of the study. 

2. The questionnaire. The inves- 
tigator read the instructions on the 
questionnaire, explained it in de- 
tail and answered any questions 
the nurses might have about it. 

3. Procedure. The nurses were 
told that they were to fill out a 
questionnaire as soon as possible 
after a medication error or near 
error occurred, place it in an en- 
velope, seal it and leave it in one 
of the boxes which would be lo- 
cated on every floor where medi- 
cations were administered. These 
boxes also contained blank ques- 
. tionnaires. Instructions emphasized 
that all reports should be anony- 
mous. 

Because the data collection ex- 
tended over a period of seven 
months, it was necessary to con- 
duct additional orientation sessions 
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from time to time to acquaint new 
nurses and students with the pro- 
gram. 

In the beginning of the study, 
the investigator made several trips 
a week to pick up questionnaires 
and to maintain close contact with 
the nursing personnel. Later on, 
this was not always possible. Peri- 
odically, the questionnaires were 
checked against the usual incident 
reports sent to the director of 
nursing service. Although the in- 
cident reports did not describe 
near errors, a comparison of medi- 
cation errors collected by the two 
forms showed a close correspond- 
ence. Incidents reported on the 
questionnaire designed for this 
study, however, were more uni- 
form in content, presented the data 
in a form directly amenable to 
analysis, contained more informa- 
tion about causal factors and de- 
scribed more fully the circum- 
stances under which the incident 
occurred. 

In the latter part of the study, 
it was found that some of the 
medication incidents sent to the 
director of nursing service had not 
been reported on the question- 
naires. Forty-five of these con- 
tained enough detail to be useful 
to this study and so were included 
to increase the sample size. 


178 INCIDENTS COLLECTED 


Over a period of seven months, 
178 medication incidents were re- 
corded. These are the raw data 
which form the substance of this 
study. Seventy-five per cent (133) 
of the incidents were obtained by 
the questionnaire and the remain- 
der (45) by the usual incident 
form sent to the director of nurs- 
ing service. Of the total number, 
80 per cent (143) are medication 
errors and 20 per cent (35) are 
near errors. Although the sample 
of near errors is small, there ap- 
pears to be no outstanding differ- 
ence between them and actual 
errors. For this reason, no attempt 
has been made to distinguish be- 
tween errors and near errors in 
the following analyses. 

Despite their inconvenience, the 
questionnaires were apparently not 
treated in a casual or perfunctory 
manner. Perhaps the best evidence 
for this is the fact that, with few 
exceptions, the respondents took 


the time to add amplifying state- 
ments and remarks. Further evi- 
dence of the interest generated in 
the study is that some nurses, on 
their own initiative, compiled lists 
of frequently confused drugs, saved 
samples of poorly labeled medicine 
containers, and so on. 

The analyses that follow are 
aimed not only at focusing atten- 
tion on the problems of the medi- 
cation system, but also at suggest- 
ing corrective action. The incidents 
have been classified in six differ- 
ent ways: 

1. By type of error and, within 
each type, by cause. 

2. By cause without reference 
to type of error. 

3. By job classification of the 
person who made the error or near 
error. 

4. By service of the hospital 
where the incident occurred. 

5. By time of day. 

6. By patient load. 


CLASSIFICATION BY TYPE AND CAUSE 


Table 1, page 58, shows the 178 
incidents grouped under one of 
seven types of medication errors 
or near errors. Within each type, 
the incidents are subdivided ac- 
cording to the stated cause. Since 
nine incidents each gave two 
causes, the table shows a total of 
187 causes. 

Many of the respondents were 
not able to classify incidents under 
one of the seven types given on 
the questionnaire, but instead de- 
scribed them in detail. In every 
instance, however, the investigator 
was able to classify the incident 
under one of the seven categories. 
As for the causes, many of the 
categories in Table 1 were not 
listed on the questionnaire. This 
is because the nurses often cited 
causal factors other than those 
listed on the form. 

Study of Table 1 indicates the 
following: 

1. Only a few causes are needed 
to account for the majority of the 
incidents of a given type. 

2. Some of the causal factors 
are specific to a given class of 
medication errors. For example, 
failure to check the name of the 
bedside tag against that of the 
medicine ticket resulted in the 
wrong patient receiving medicine. 

(Continued on page 57) 
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secretarial 


COOPERATIVE 

‘TRAINING 
PROGRAM 
CREATES SKILLED 
MEDICAL 
SECRETARIES 


tricacies of x-ray termi- 
nology by the chief of 
the department of radi- 
ology at the Falk Clinic. 
His dictation gives the 
girls practice in using the 
technical terms of this 


specialty. 
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THE FORMER administra- 
tor of the Falk Clinic at 
the University of Pitts- 

x burgh explains the struc- 

| ture of the center fo 

fledgling medical secre- 
taries. The students are 
enrolled in a cooperative 
training program be- 

tween the clinic and a 

school. 


SECRETARIAL students 


N SEEKING an answer to the prob- 

lem of how to find a good medi- 
cal secretary, three methods of 
approach are obvious. First is the 
employment of a secretary who 
has previous experience with 
medical dictation. Second is the 
process of inservice training to 
prepare persons with regular sec- 
retarial skills for work in the 


Judith Weilerstein, is chief medical 
record librarian at the Falk Clinic, the 
University of Pittsburgh. 


to the in- 


One answer to the problem of ob- 
taining competent medical secretaries, 
the author suggests, is a cooperative 
training program between the hospital 
and a secretarial school. She explains 
how this plan has supplied secretarial 
needs for the teaching clinic of a uni- 
versity health center and at the same 
time has given the secretarial students 
actual work experience. 


health setting. Third is the utiliza- 
tion of a graduate of a formal 
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medical secretarial training course. 
At the Falk Clinic of the Uni- 
versity of Pittsbugh Health Cen- 
ter, a fourth method which com- 
bines certain elements of the other 
approaches is now being used. It 
is a cooperative training program 
instituted between a medical sec- 
retarial school and the clinic. 


The general purposes of the pro- 
gram are: 

1. To develop a source for sup- 
plying some of the medical secre- 
tarial needs of the health center. 

2. To devise a means for sup- 
plying secretarial services for 
specific clinic programs not other- 
wise provided for in the budget. 

3. To give to the student partici- 
pants a type of experience that 
will complement the training given 
them in the formal school period 
and to give them a chance to use 
their skills in actual work situa- 
tions. 

To what extent has this en- 
deavor been able to meet its pur- 
poses? Review of our records indi- 
cate that since the program was 
instituted, a significant number of 


“Falk alumnae” have accepted 


positions in the health center area. 
Within the clinic itself, the ad- 
vantages of hiring graduates of 
this program are quite clear. The 
student is aware of clinic policies 
and opportunities before accepting 
a position; the clinic, in turn, has 
an increased awareness of the 
graduates’ potentialities—both 


- professional and personal. Girls 


hired on this basis are well 
equipped for advanced training for 
supervisory positions within the 
medical record department. 


A SERVICE FOR STUDENTS 


A good example of our second 
objective, supplying secretarial 
services beyond our basic require- 
ments, is the secretarial service 
that the clinic can now offer senior 
medical students. Each senior stu- 
dent, as part of his training in 
ambulatory care techniques, is 
given an opportunity to dictate 
letters to referring physicians re- 
garding patients whom he follows 


- jn the clinic. 


Every letter is evaluated and 
countersigned by a licensed physi- 
cian. Thus the medical student 
gains supervised experience in 
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composing letters and in dictation 
to secretaries. After their initial 
hesitancy, the students, both medi- 
cal and secretarial, seem to enjoy 
this part of their clinic experience. 

An additional gain has been in- 
creased rapport between com- 
munity physician and clinic. For 
the first time, private physicians 
are assured of information regard- 
ing patient disposition. This ex- 
change of information is not prev- 
alent in most outpatient facilities. 

The educational experience of- 
fered the student participant in 
this endeavor must be considered. 
The medical secretarial school, 
which offers a 14-month course, 
selects students for the clinic 
training program. Ten students 
usually enter at the beginning of 
each period. 


In each 10-week section, students 
experience two weeks of patient 
contact and at least four weeks of 
medical transcription and dicta- 
tion. Some time is also spent in the 
medical record department, where 
students are taught filing and the 
use of special indexes. One week 
is spent in the graduate school of 
public health, where they perform 
clerical procedures basic to the 
preparation of statistical data. The 
remaining time is scheduled ac- 
cording to the needs of the student 
and the various placement oppor- 
tunities available. 

At present, the admitting de- 
partment and nursing service of 
the clinic are used for direct pa- 
tient contact. The clinic’s medical 
secretarial section, as well as the 
pathology department of an in- 
stitution affiliated with the health 
center, offer placements that in- 
sure practice in medical secretarial 
skills. 

In a setting of this type, it is 
important to maintain some form 
of academic discipline for the stu- 
dent. This preserves for her the 
continuity of her educational ex- 
perience. However, in this situa- 
tion, it is possible to widen the 
student’s horizons in terms of the 
health field as a whole and, in 
particular, to enable her to explore 
certain areas which are not usually 
included in the regular school cur- 
riculum. 

A regular series of lectures is 
given. The lectures follow a basic 


curriculum designed to meet the 
needs of the program as these 
needs develop. Sample units of 
presentation are as follows: 

1. Release of information—both 
from hospitals and physicians’ of- 
fices, 

2. Uses of files and indexes— 
both from hospitals and physicians’ 
offices. 

3. The physician and his pro- 
fessional responsibilities, including 
medical ethics, the structure of and 
appointment to a hospital staff, ap- 
plication of narcotic laws to office 
practice, malpractice insurance, and 
membership in professional or- 
ganizations. 

4. Vital statistics, such as the 
purpose of birth and death certifi- 
cates and reporting communicable 
diseases. 

Other subjects are discussed as 
the need arises. An effort is made 
to guide these discussions in terms 
of a medical secretary’s function 
and responsibilities. 

Frequent assignments are given 
to encourage students to use library 
resources and to obtain informa- 
tion through observation and ques- 
tioning. One recent assignment, for 
example, was to interview a social 
worker to obtain information on 
the role of social service in medical 
care. Another was an interview 
with a medical resident to learn 
about his training, membership in 
professional associations and sub- 
scriptions to professional journals. 

Formal instruction in shorthand 
and typing is confined to a weekly 
period of graded shorthand dicta- 
tion designed to maintain acquired 
speeds. We believe that medical 
terminology is best learned in the 
course of regular work and dicta- 
tion and that formal instruction is 
unnecessary in this period of a 
student’s training. 


Each student maintains a note- 
book covering her experiences. 
This book serves two purposes: it 
gives the student a summary of 
her experience and it helps the 
instructor to evaluate the program 
and teaching methods by observing 
the student’s reactions to various 
activities. 

Other informal learning experi- 
ences include attendance at court, 
observation of autopsies, and in- 
formal meetings with medical sec- 
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retaries in various fields, such 
as psychiatry and public health. 
Throughout the 10-week period, 
an attempt is made to develop the 
concept of the team approach in 
medical care by means of guided 
observation of nursing service, 
dietetic service, and other depart- 
ments. 

Several subsidiary gains have 
resulted from implementation of 
this training period. The most im- 
portant, perhaps, is the opportunity 
to develop a strong inservice train- 
ing program involving the active 
interest and participation of the 
medical record department staff. 
In the most recent series, “The 
Medical Secretary and Her Com- 
munity Responsibilities,” keen in- 
terest was displayed in presenta- 
tions by representatives from such 
agencies as the department of pub- 
lic welfare, county medical society, 
health and welfare federation and 
Blue Cross. These meetings have 
stimulated much thinking and dis- 
cussion in the department, and 
have been an excellent public re- 
lations tool for the clinic. An un- 
foreseen benefit from this program 
has been the fact that each staff 
member thinks of himself as a 
teacher. He often becomes more 
conscious of his own work habits 
as he realizes that he is setting an 
example. 


The presence of a group of stu- 
dents has added flexibility to the 
function of the medical record de- 
partment. Students are often used 
to relieve the staff for short periods 
so that personnel may be used for 
special projects. This has proven 
beneficial in two ways. First, the 
department can explore new meth- 
ods in medical record development. 
Secondly, the students, through 
accepting on-the-job responsibility, 
gain confidence in their ability to 
be actual members of the health 
team. However, care is taken to 
see that the students are not used 
as “unpaid help’. 

An unexpected result of these 
activities has been an opportunity 
to supply secretaries to the private 
offices of physicians on our staff. 
This again has tended to build 
better relations with the medical 
staff. 

There are pitfalls in a program 
of this type, however. Some stu- 
dents are too immature to handle 
the responsibilities given to them, 
and there are work situations 
where the demands on the stu- 
dents are highly unrealistic. Such 
factors as scheduling and use of 
department staff tinté for super- 
vision of students must be con- 
sidered in the over-all planning. 
With proper orientation of both 
the student and work supervisor, 


such problems can be alleviated. 

In two years, the training pro- 
gram has proven to be of great 
merit. In one sense, it can be con- 
sidered a new approach to the 
problem of supplying secretarial 
services. Since it offers both formal 
and informal (or inservice type) 
training, the clinic is able to give 
the students the best of two ap- 
proaches to educational experience. 
Also, because students participate 
in actual work situations, their ad- 
justment to later employment is 
made easier. 

Additional services and increased 
availability of well trained per- 
sonnel, as well as generally height- 
ened interest by our own medical 
record department staff, add up 
to positive results. We believe that 
these results outweigh any prob- 
lems that may exist. In a larger 
sense, this program has enabled 
the record librarian to explore 
methods of education and inservice 
training for secretarial personnel 
that would not otherwise be readily 
available. 

The possibilities in this type of 
program for increasing the supply 
of skilled medical secretaries will, 
of course, vary in each organiza- 
tion. A cooperative training pro- 
gram is, however, one avenue 
worth exploring in the search for 
medical secretarial personnel. Ld 


GIFT OF GRATITUDE 


A landscaping job that would cost Maryknoll Hospital and Sana- 
torium, Monrovia, Calif., an estimated $25,000 is being done ex 
pertly and free—a gift of gratitude from Japanese-Americans. During 
World War Il, when Japanese in California were interned and few 
people showed them kindness, the Maryknoll Sisters continued to 
care for Japanese patients who were transferred from their sana- 
torium to internment camps. Recently, when funds were raised to 
complete a 49-bed hospital for .care of patients with tuberculosis 
and chest diseases to replace the old sanatorium, no money was 


~ 
. 


left for landscaping. 


A Los Angeles insurance man, Kiyo Yamato, heard of the situa- 
tion. He called his friends, and they called others. Soon Students, 
professional men and businessmen from Japanese-American ranks 
began appearing at the hospital, armed with shovels, top soil, flower 
bulbs, and dichondra (a special type of grass seed for lawns in warm 
climates). Surveying their progress, Mr. Yamato, a man with a long 
memory, said with satisfaction, “The world gets smaller this way.” ® 
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SISTER Mary Mark, superintendent 

of Maryknoll Hospital 

and Sanatorium, Monrovia, Calif., passes cake to one 
of the group of Japanese-Americans 

who volunteered to do the 

landscaping of the hospital grounds. 
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ie RECENT YEARS, the conclusion 
of contracts between physicians 
and hospitals for specified services 
has been one of the most conten- 
tious aspects of medical care or- 
ganization in the United States. 
There have been bitter debates in 
the public arena and litigation in 
the courts. Charges of “socialized 
medicine” and “profiteering” have 
been hurled in all directions. 

Yet a clear picture of the facts 
about contractual physicians in 
American hospitals has not been 
available. As in many controver- 
sies, a great deal of the heat has 
come from misunderstanding or 
distortions resulting from lack of 


precise facts. Not that the issues 


are purely illusory; substantive 
grounds for disagreement between 
physicians and hospitals on meth- 
ods of organizing and financing 
medical service are real. Yet a 
certain part of the difficulties in 
reaching agreement on these issues 
is doubtless due to lack of clear- 
cut data on the prevailing current 
situation. 

To provide such data and to shed 
light on an important issue in 
health service organization, a study 
was begun in 1958. This report is 
intended to give the findings of the 
pilot phase of this study. 


Since colonial days, the pre- 
dominant pattern of American 
medical practice has been individ- 
ualistic and private. Most physi- 
cians have been and still are in 
practice by themselves and are 
remunerated on a private fee basis. 
Even the steady growth of health 


Milton I. Reemer, M.D., is director of 
research and Mex Shain is research associ- 
ate at the Sloan Institute of Hospital 
Administration of the Cornell University 
Graduate School of Business and Public 
Administration, Ithaca, N.Y. 
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CONTRACTUAL PHYSICIANS 


by MILTON |. ROEMER, M.D. and MAX SHAIN 


To provide clear-cut data on the 
contractual relations of physicians with 
hospitals, a study was begun in 1958 
in New York State. This summary of 
the pilot phase of the study covers 
the historical background of current 
controversies, explains the study meth- 
od and findings, and outlines plans 
for soliciting precise data from all 
general hospitals in the United States. 


insurance plans has not greatly 
modified the pattern of private solo 
medical practice; as in Europe be- 
fore America, it has even tended 
to fortify the pattern. 

During the last hundred years, 
however, there has occurred in the 
United States a growth in various 
forms of collective financing of, 
medical service (through insur- 
ance, tax funds, industry, etc.). The 
volume of changed professional 
relationships in the practice of 
medicine has also increased. In- 
dustrial corporations and trade 
unions have engaged physicians on 
salary to care for workers.! Medi- 


cal schools have greatly enlarged 


The proper relationship between 
professional man and administra- 
tor is best seen in hospitals. In fact, 
the role of the physician in any 
organization he joins may be taken 
as a model for the proper role of 
all professional people. Even when 
he becomes a salaried employee, 
the physician retains full responsi- 
bility for his cases and will never 
under any circumstances submit to 
lay direction in his professional 
actions. We take for granted that 
incorporation into an organization 
must not detract from a doctor’s 
professional status. No one ever 
says that such eggheads need ad- 


their faculties of full-time profes- 
sors.2 Hospitals everywhere have 
engaged radiologists and patholo- 
gists in various contractual rela- 
tionships, and here and there a 
voluntary general hospital has de- 
veloped an entire staff of salaried 
physicians.2 In larger hospitals, 
salaried directors of medical edu- 
cation have been appointed,‘ as 
well as full-time chiefs of certain 
clinical services.5 

New specialties, such as physi- 
cal medicine, have furthered the 
trend to hospital-based contractual 
practice. Consumer-sponsored pre- 
payment plans of many types have 
extended support for group-prac- 
tice medical clinics. Finally, spe- 
cialized hospitals for mental ill- 
ness, for veterans, or for nonspecific 
long-term illness—hospitals long 
associated with full-time medical 
staffs—have continued to grow.® 


CURRENT STATISTICS 


With these developments in the 
organization of medical service in 
hospitals, it can be no surprise that 


ministrators to supervise their 
work, yet in effect this is what we 
say of scientists and engineers. To 
visualize how we misuse their tal- 
ents, consider what a hospital 
would be like were it run as bu- 
reaucracies employing scientific 
professionals are managed today. 

Imagine, if you will, a situation 
where administrators try to prevent 
use of new medical procedures 
merely because these run counter 
to established hospital routines, or 
where doctors must spend half their 
time doing battle with administra- 
tors who require them to explain 
and justify their diagnosis and 
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HISTORICAL BACKGROUND 


IN GENERAL HOSPITALS: A PILOT STUDY 


a growing percentage of American 
physicians are working on full- 
time salaries. Based on analysis of 
the American Medical Directory 
(published by the American Medi- 
cal Association), the 14 per cent 
of physicians so engaged in 1930 
had risen to 35 per cent in 1949. 
This does not include physicians 
with some part-time salaried em- 
ployment, but it does include in- 
terns and residents, and physicians 
in the armed forces. Even if the 
latter groups are excluded, and 
one considers only civilian physi- 
cians who have completed their 
training, there were in 1949 more 
than 22 per cent of American phy- 
sicians employed on full- pe sal- 
aries.? 

Only part of this fs of the 


medical profession, of course, is | 


composed of physicians engaged on 
a full-time salary in hospitals. The 
American Medical Directory for 
1958, however, discloses that of 
228,300 doctors of medicine in the 
United States, there were 13,600 
employed full-time in hospitals as 


treatment! Picture for yourselves a 
situation where the physician in 
charge of the x-ray treatment of a 
cancer patient finds that his orders 
concerning length of exposure to 
radiation are being countermanded 
by a lay superior! Fortunately, of 
course, this could not happen even 
if the doctor were an underpaid 
third-assistant resident and the lay- 
man the highest-paid administra- 
tive officer of the hospital.— 
Excerpted from an article by Vice 
Adm. H. G. Rickover, USN, “Don’t 
hamstring the talented”, which ap- 
peared in The Saturday erang 
Post, Feb. 13, 1960. 
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specialists or administrators. Ad- 
ditional thousands are engaged in 
“government agencies” (14,800) 
and “health plans” (7200); many 
of these work in hospitals.* If one 
excludes from consideration re- 
tired physicians (11,200), as well 
as those still in hospital training 
periods (24,400), and if one esti- 
mates that about two-thirds of gov- 
ernment and health plan physicians 
are essentially in hospital service, 
it is found that about 15 per cent of 
American practicing physicians are 
in some form of full-time hospital 
employment. 

Such continual modification of 
the traditional relationship of phy- 
sicians to hospitals was bound to 
cause certain frictions. The medi- 
cal profession has long guarded its 
independence. Since about 1920 in 
the United States—earlier in Eu- 
rope—the growth of various forms 
of organized medical service in- 
evitably led to many bitter con- 
troversies. In the 1930’s and 1940’s, 
this controversy was in large meas- 
ure associated with the expanding 
role of government in medical care 
and the growth of health insurance 
plans under varied auspices. 


For many years, organized pri- 
vate physicians were haunted by 
the threat of a national compulsory 
health insurance law. With the 
high level of economic prosperity 
and the change of national admin- 
istration in the 1950’s, the atmos- 
phere changed. The likelihood of 
federal legislation on the financing 
of medical care for the general 
population receded greatly. Other 
streams of social change, all the 
while flowing quietly along, now 
began to attract attention. Among 
these was the increasing engage- 
ment of physicians by hospitals on 
a salary.’ 


The principal articulate objec- 
tions to the practice came from 
radiologists in a number of locali- 
ties. Pathologists followed suit. 
The professional societies of these 
specialties became increasingly 
concerned and passed resolutions 
declaring it undesirable for physi- 
cians to sell their services to hospi- 
tals (or other organizations) for a 
flat salary. It was argued that this 
meant “exploitation” of the physi- 
cian, since the revenue collected by 
the hospital for the services of the 
x-ray and laboratory departments 
might be applied in part to the 
support of other hospital depart- 
ments. 

Nonprofit hospitals were accused 
of making a “profit” on the work 
of the radiologist or pathologist. 
Since surgeons, internists, and 
other attending physicians were 
paid on a fee-for-service basis, 
why not radiologists? It is hard to 
know which was most vexing to 
the radiologists and pathologists: 
the amount of their salaries, the 
status-connotations of being a sal- 
aried employee (hence less inde- 
pendent than a fee-for-service 
physician), anxieties about domin- 
ation by laymen, or fears about 
future reductions in salary. Argu- 
ments were brought forward that 
salaried employment was associ- 
ated with poor quality medical 
care, that diagnostic departments 
under salaried physicians did not 
grow and develop, that these men 
lost their incentive for doing good 
work.!! 


STATE LEGAL ACTIONS 


Whatever may have been the 
causes, the issue became so con- 
tentious that it led to litigation in 
the courts of Iowa, and recently in 
South Carolina. These cases were 
based on the ground that hospitals 
were corporations and that state 
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FRICTIONS DEVELOP 


Table 1—Contractual Radiologists and Pathologists in Short- 
Term General Hospitals: Number and percentage of 
short-term general hospitals* in New York State (1959) 
with such physicians, by size of hospital and time- 


status. 
Hospital Percentage with Radiologist or Pathologist 
Size Number of 

(beds) Hospitals Full-time Part-time Only None 
Less than 25 13 23 23 54 
25- 49 | 30 ° 70 30 
50- 99 78 27 : 67 6 
100-199 89 62 34 4a 
200-299 50 82 14 4a 
300-499 34 7 3 
500 or more 19 100 t+] te] 
All sizes ges 55 36 9 


tn this and succeeding tables the 37 short-term general hospitals not responding to our 


questionnaire are omitted. 


Table 2—Contractual Radiologists and Pathologists in Long- 
Term General Hospitals: Number and percentage of 
long-term general hospitals* in New York State (1959) 
with such physicians, by size of hospital and time- 


status, 
Hospital Percentage with Radiologist or Pathologist 
Size Number of 

_ (beds) Hospitals Full-time Part-time Only None 
Less than 50 7 29 43 29 
 50- 99 14 7 29 64 
100-199 11 45 55 
200-499 9 as 56 
500 or more 16 56 31 13 
All sizes 57 28 39 33 


*in this and succeeding tables the 7 long-term general hospitals not napending to our 
questionnaire are omitted. 


| Table 3—Contractual Radiologists and Patholggists in All Gen- 


eral Hospitals: Number and percentage of general 
hospitals in New York State (1959) with such physi- 
cians by type of sponsecrship and time-status. 


Percentage 
with Radiologist or Pathologist 


Type of Number of 
Sponsorship Hospitals Full-time Part-time Only None 
Federal government 15 80 7 13 
State government | 11 18 45 36 
Local government 48 52 35 13 
Voluntary 265 53 37 11 
Proprietary 31 29 52 | 19 

- All sponsorships 370 51 we 12 


laws prohibited the “corporate 
practice of medicine’. The engage- 
ment of physicians on salary, or 
other arrartgements permitting the 
hospital to bill for physicians’ 
services, meant that the hospital 
was breaking the law. (Similar ar- 
guments had previously been used 
to combat nonprofit consumer- 
sponsored prepayment plans for 
medical care.) 

Court decisions, in general, 
tended to reject this argument and 
to hold that the common hospital 
practice of engaging pathologists 
and radiologists on salary was rea- 
sonable and legal. Nevertheless, 
the state attorneys general in Colo- 
rado, Florida, Idaho, Iowa, New 
Mexico, Ohio, Virginia and West 
Virginia, as well as a district court 
in Iowa, advised that hospitals, 
being corporations, were indeed 
not permitted to engage salaried 
physicians. Contrary rulings were 
made in other states, and in a 
South Carolina case now on appeal. 
The legislatures of lowa, Virginia 
and Wisconsin have recently under- 
taken to deal specifically with this 
problem.!2 

As Willcox states in his compre- 
hensive monograph on the prob- 
lem, it is palpably unsound and 
opposed to the public interest to 
allow a legal fiction, like the pro- 
hibition of “‘corporate medical 
practice,” to obstruct policies that 
are found in actual practice to be 
good for hospitals, patients and 
physicians. What is “good” for 
everyone, however, is subject to 
debate, and much debate continues 
to occur, quite aside from litiga- 
tions.}3 

The argument starts from the 
implications of various systems of 
paying physicians who provide 
“laboratory” services in hospitals, 
but it usually extends far beyond 
this. In brief, physicians tend to 
see the issue as an encroachment 
on private medical practice, while 
the hospital administrators tend to 
see it as a problem in integrated 
hospital operation. 


SURVEY AND FINDINGS 


Without engaging in the theo- 
retical argument, we must attempt 
to draw a clearer picture of the 
current contractual relationships 
between physicians and hospitals 
in the United States. To what ex- 
tent are physicians of diverse spe- 


HOSPITALS, J.A.H.A, 


Piss 
ote: 


“Table and Patholo- 
gists in All General Hospitals: Median 
number of such full-time physicians per 
institution* in New York State (1959), by 
size of hospital and length-of-stay class. 


Table 5—Contractual Radiologists and Patholo- 
gists in All General Hospitals: Median H 
number of such full-time physicians per 


institution® in New York State (1959), by 
type of sponsorship and engtinettoy 


class. 

Hospital Type of Short-term Long-term if 

Size Short-term Long-term Sponsorship Hospital Hospital Total — 

(beds) Hospital Hospital 

Less than 100 

100-299 2 
300-499 3 1 
2 
$00 or more 7 
7 
All sizes 2 ok 
3 
With ene or more such physicians. 


cialties practicing on a contract 
with hospitals? In what types of 
hospital do various patterns pre- 
dominate? Can any objective con- 
clusions be drawn about the im- 
plications of one or another pattern 
for the quality of patient care? 
These are complex questions, partly 
because of ambiguities in the pre- 
cise features of many contracts be- 
tween a physician and a hospital, 
but even more because of difficul- 
ties in examining the consequences 
of various systems. 

A beginning was made, however, 
by conducting a pilot study through 
questionnaires mailed to all gen- 
eral hospitals in New York State. 
The simple question was asked: 
“Are there any physicians (except 
interns or residents) who regularly 
receive remuneration for services 
from your hospital?” In a cover- 
ing letter, it was explained that 
this meant all such physicians, 
“whether this payment (from the 
hospital) is called salary, fees, 
percentage of departmental in- 
come, or by other terms.” The 
numbers were to be recorded sepa- 
rately for those in radiology or 
pathology and in “other fields, such 
as anesthesia, physical medicine, 
other clinical services, education, 
research or administration;” these 
were to be broken down between 
full-time and part-time physicians. 


RESPONSE TO QUESTIONNAIRES 


It was not necessary to solicit 
other information from the hos- 


pitals, since the American Hospi- 
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tal Association provided copies 
of its punch-cards recording all 
responses (except confidential fi- 
nancial data) from its annual in- 
ventory of hospitals. With the 
cooperation of the New York State 
Hospital Association and the New 
York City Hospital Council, more- 
over, the mailing yielded almost a 
90 per cent response from the 414 
general and allied hospitals in New 
York State.* This high degree of 
response is perhaps some reflection 
of the great interest of hospitals 
in the question. While we excluded 
all mental and tuberculosis hospi- 
tals, which we know to contain 
almost exclusively closed staffs of 
salaried physicians, we did include 
general hospitals under all aus- 
pices, including local, state and 
federal governments. 

It will be most enlightening to 
report the findings on hospitals 
making direct payments to physi- 
cians in New York State, first in 
the fields of radiology and pathol- 
ogy, and then in all other fields 
of medicine. Indeed, one of the 
most striking over-all findings of 
the survey is that in spite of the 
polemics over the laboratory-spe- 
cialties, there are in New York 
State more than twice as many 
physicians receiving full-time hos- 
pital remuneration in other spe- 
cialties (1343) as in radiology and 
pathology (609). 

Of the 313 short-term general 


*Data for the — gy hospitals in 
New York City were estimated 
on the basis of sgh A budget and per- 
sonnel —— of the city’s Department 


hospitals reporting, 55 per cent 
have radiologists or pathologists 
on a full-time contract, 36 per cent 
on a part-time contract and only 
9 per cent are entirely without 
such contractual physicians (Table 
1, p. 40). In general, there is a di- 
rect relationship to hospital size, 
with larger institutions being in- 
creasingly served by full-time lab- 
oratory specialists and decreasing- 
ly by part-time men. Since the 9 
per cent of hospitals without either 
full-time or part-time radiologists 
or pathologists are heavily con- 
centrated in the very small size- 
group (less than 50-bed hos-- 
pitals), it is evident that fewer 
than 9 per cent of the hospital 
beds are in institutions of this type. 

Among 57 long-term general 
hospitals (that is, hospitals with 
an average length of stay exceed- 
ing 30 days) reporting, a smaller 
proportion (28 per cent) are served 
by full-time radiologists or pa- 
thologists and a larger proportion 
(39 per cent) by part-time phy- 
sicians (Table 2, p. 40). This is 
doubtless associated with the rela- 
tively lighter load of diagnostic 
work in such institutions, but it is 
interesting that only 33 per cent 
of these hospitals have no con- 
tractual arrangements with radi- 
ologists or pathologists. There is 
a slight, but less striking, relation- 
ship-of this pattern to size of in- 
stitution. 

From the viewpoint of sponsor- 
ship (Table 3, p. 40), a higher 
proportion of hospitals operated by 
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_ the federal government have full- 
time radiologists and pathologists 
than do hospitals of any other 
class. This may be largely asso- 
ciated with their usually greater 
size, just as the smaller proportion 
of such physicians in the proprie- 
tary hospitals is probably associ- 
ated with their lesser size. It is 
interesting to observe, however, 
that more than half of the hos- 
pitals under voluntary nonprofit 
auspices are served by full-time 
radiologists and pathologists—es- 
sentially the same proportion as 
is found in general hospitals oper- 
ated by local units of government. 

What is the typical number of 
full-time radiologists and patholo- 
gists engaged in each hospital? The 
answers for institutions of different 
sizes are found in Table 4, (p. 41) 
and of different sponsorship in 
Table 5 (p. 41). It is apparent that 
only one of a few such physicians 
typically work in each hospital, 
but the number is abruptly greater 
in institutions of 500-bed capacity 
or more, and in general hospitals 
under government auspices. 


Our findings on radiologists and 
pathologists in New York State 
may not surprise many persons, 
but the data on contractual physi- 
cians of other specialties may be 
somewhat startling. Although con- 
troversy about such hospital-phy- 
sician relationships has been much 
less prominent, it is evident that 
the practice has reached larger 
proportions in other specialties, as 
noted earlier, than in radiology 
and pathology. Among short-term 
general hospitals (Table 6), as 
many as 27 per cent have full- 
time nonlaboratory specialists and 
another 30 per cent have such men 
part-time. The relationship to size 
is striking. A combined 31 per 
cent of small institutions (less than 
25 beds) have either full-time or 
part-time specialists; this figure 
rises steadily to 100 per cent in 
the largest hospitals. Among long- 
term general hospitals (Table 7), 
the engagement of full-time non- 
laboratory specialists is even more 
prevalent. A large majority of 
these institutions of all sizes have 
such contractual physicians either 
full-time or part-time. 

Considering sponsorship, while 
governmental institutions have a 
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Table 6—Other Contractual Specialists in Short-Term General 
Hospitals: Number and percentage of short-term gen- __ 
eral hospitals in New York State (1959) with such 
physicians other than radiologists/pathologists, by 
size of hospital and time-status. 


Hospital Percentage with Other Specialists 
Size Number of 
(beds) Hospitals Full-time Part-time Only None 
Less than 25 13 8 23 69 
25- 49 30 10 17 73 | 
50- 99 78 12 31 58 
100-199 89 21 36 43 
200-299 50 26 as 30 
300-499 34 65 24 12 
500 or more 19 100 
All sizes 313 27 30 42 


Table 7——Other Contractual Specialists in Long-Term General 
Hospitals: Number and percentage of long-term gen- 
eral hospitals in New York State (1959) with such _ 
physicians other than radiologists/pathologists, by _ 
size of hospital and time-status. 


Percentage with Other Specialists 


‘Number of 

Se Hospitals Full-time Part-time Only None 
4 7 43 43 14 
a 14 36 57 7 
16 8s 13 

‘Table 8—Other Contractual Specialists in All General Hospi- 
fae tals: Number and percentage of general hospitals in 
a New York State (1959) with such physicians other 
than radiologists/pathologists, by type of sponsor- 
ship and time-status. 

kc Percentage with Other Specialists 

ie. Type of Number of 

ae Sponsorship Hospitals Full-time Part-time Only None 
Federal government 15 100 
State government 11 64 18 18 
Proprietary 31 16 61 
# 370 32 31 37 


4 
— 
| 
| 
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, 
‘ 


decidedly greater tendency to en- 
gage full-time specialists outside 
of radiology and pathology (Table 
8, p. 42), it is, perhaps, more sig- 
nigfcant that nearly one-quarter 
(24 per cent) of voluntary non- 
profit general hospitals have such 
men on their staffs. Counting both 
full-time and part-time specialists 
paid by the institution, much more 
than half of the general hospitals 
of all types of sponsorship have 
such physicians. 

Among hospitals with full-time 
nonlaboratory specialists on their 
staffs, the median number of such 
physicians in each is much greater 
than for radiologists and patholo- 
gists (Table 9). The number per 
hospital rises sharply with bed- 
capacity. While governmental hos- 
pitals typically have the largest 
number of these specialists, it is 
interesting that the median num- 
ber in voluntary nonprofit institu- 
tions is as many as three or four, 
depending on their length-of-stay 
character (Table 10). 


The above data give a skeleton 
of information on physicians paid 


by general hospitals in New York . 


for full-time or part-time services. 
To put flesh on the bones, we must 
learn more about the precise sys- 
tems of remuneration under dif- 
ferent circumstances and the com- 
position of the specialties other 
than radiology and pathology. And 
we must explore the relationships 
of varying patterns to available 
indexes of the quality of hospital 
performance and patient care. 

As to systems of remuneration 
of hospital specialists, Ponton has 
elaborated on four principal meth- 
ods: (a) flat salary; (b) salary 
plus percentage of collections; (c) 
percentage of collections alone, (d) 
fee-for-service with rental pay- 
ments.'45 Steinle has reported on 
the distribution of payment meth- 
ods among 100 hospitals in the 
eastern states, finding quite dif- 
ferent proportions of each method 
for radiologists, pathologists, anes- 
thesiologists and physiatrists.!* The 
nature and representativeness of 
this hospital sample, however, is 
not known. 

As to the composition of special- 
ists in the whole spectrum, the 
data are also sparse. A national 
inventory of 38 general hospitals 
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under Jewish auspices in 1957, 
however, disclosed 358 full-time 
and 35 part-time specialists (ex- 
cluding interns and residents), 
with the following distribution: 17 


Number 
Number Number of 
Specialty Full-time Part-time Hospitals 
Pathology 87 1 36 
Radiology 79 1 31 
Anesthesiology 33 - 10 
Physical Medicine 15 3 15 
internal Medicine 46 8 14 
Surgery 24 3 12 
Pediatrics 10 2 10 
Obstetrics and 
gynecology 3 - 2 
Psychiatry 6 14 5 
Others 55 3 22 
TOTAL 358 35 


To fill in the total picture, there- 
fore, data must be solicited and re- 
ceived from every general hospi- 
tal in the United States. We intend 
to solicit these data in an effort to 


Table 9-——-Other Contractual Specialists in All General Hospi- 
tals: Median number of such full-time physicians 
other than radiologists/pathologists per institution* 
in New York State (1959), by size of hospital and 
length-of-stay class. 


present a reliable account of physi- 
cians now in institutional service. 
We shall attempt to correlate 
these data with various essential 
hospital characteristics, including 
several indicators of a hospital’s 
classical functions of patient care, 
education, research and ecommunity 
health service. This will be supple- 
mented by analysis of a sample of 
actual physician-hospital written 
contracts and by detailed adminis- 
trative study of selected hospitals 
illustrating diverse patterns. 
From these investigations we 
hope it will be possible to derive 
a clearer understanding of the 
quantitative and qualitative 
characteristics of physician-hospi- 
tal contracts in the United States. 
This may help to answer the ques- 
tion of what is “good for the pa- 
tient, physician and hospital’, at 
(Continued on page 109) 


Hospital Short-term Long-term 
Size (eds) Hospital Hospital 
Less than 100 5 
309-299 
300-499 13 
17 15 
sizes 4 7 


*With one or more such physicians. 


‘Table 10—Other Contractual Specialists in All General Hospi- 
Lee tals: Median number of such full-time physicians 
| other than radiologists/ pathologists per institution* 
in New York State (1959), by type of sponsorship 
and length-of-stay class. 


Type of Short-term Long-term 

Sponsorship Hospital Hospital Total 

iz Federal government 14 37 25 = 
government 4 6 4 
government 14 6 
3 4 
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* How this graphic 
arts collection 
is helping tell 
the hospital story 


ROM New Jersey to California, 

from Alabama to Michigan, this 
year many communities have felt 
the “heartbeat” of their local hos- 
pitals as never before. Across the 
country, hospitals have made ef- 
fective use of the public relations 


Hospital,’ the American Hospital 
Association’s graphic arts cata- 
logue* introduced at the AHA 
Annual Meeting last August. 
The catalogue offers hospitals a 
*Additional copies of the catalogue are 


still available from the Community Rela- 
tions Service for Hospitals, American Hos- 


wide selection of sketches and 
photographs to enhance the hospi- 
tal story in all types of public re- 
lations materials. Although they 
can be used effectively by hospitals 
of any size, the low cost of these 
materials makes them especially 


materials in “Heartbeat of the Chicago 11, 


The Future of Hospital Care 


Thé story of medicine in the 20th Century han 


and hospitals, and action to meet those needs. 


One by one, such dread diseases as diphthera. 
preumoma, scartet fever, tuberculosis. 
thabetes, congenital abnormalitres, potiomyelitss 


and many others have been brought under control. 


More and more, modern hospital care 1 becoming 
available to people who previousty used the service 
only in the greatest emergencies. And irttie by 


fife than he could at the turn of the century. 


All of this has come about withen the many great 
strengths of the freedom im our medicine and 

the voluntary hospital and prepayment system The 
United States ts the last major country in the wortd 
where the voluntary system still provides the great 
majority of health care to the population. 


As a result of the lowered death rate in the past 
ten years alone, there are about 1,250,000 more 


Americans alive now than otherwise would have been 


The death rates in maternity cases. appendicrtis: 
tuberculosis and acute rheumatic fever have been 
reduced by more than 70 per cent. 


Thss is tremendous . but much stifl remains 
to be done. Today, an estimated 14,000,000 persons 
are afflicted with diseases of the heart and arteries 

and about 11,000,000 with arthritis and rheumatism. 


add sparkle to the frequently dull pages of statistics in an annual re- 
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pital a 840 N. Lake Shore Drive, 


attractive to the smaller hospital. 


it appears that one out of every four persons now 
alive will develop cancer at some time. There are 
23,000,000 partially or totally handicapped 

in the United States and about 14,000,000 with 
some degree of mental iiness. 


About one and a half billion dollars a year it now being 
spent in the United States on medical research. 
When this research reaches frustion, the result. 
hoped will be the control of these diseases. At 
thal time. the afflicted will want the new treatments. 
will want the better medical treatment, will want 


Planneng and expansion to meet the growing needs 
of the American public for health and hospital 
care is now going on. But to match the foresight 
being exercised by those developing this mmproved 


health care, there must also be foresight exercised 
by those who are going to benefit from it. 

Hosprtal financing too much catch-as-cateh-can 
and too deeply dependent upon sporadic and haphazard 


imng, plant expansion, 
service must be covered on a pay-as-we-ge basis. 


dust as today’s research brings tomorrow's improved 
patient care, so must today's financing of hospetais 
provide for tomorrow's expansion of facrhties. Those 
who buy health care the paying patients, the Biuve 
Cross, the government must become aware that 
the translation of research into realty cannot be 
achieved satisfactorily until hosprtals are capable 
financeally of meeting the health responsibilitees 

of the future. 


‘port. In ape of the Johns Hopkins sketches 
brighten the margins of an article on the 


future of hospital care. 
HOSPITALS, J.A.H.A. 
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Individual now ean took 20 years of more 
oF 
coverage and more of the hospital cost in each “ 
case must be covered the obscure as well as the 
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Ser ks obvieus elements of cost. Such items as personne! J 
> 
i 


To many people, hospitel simply place with beds and warses sort of medical hotel. Ac- 
<s tually, the hed is only a place for the patient to rest comfortably while the knowledge of highly trained 
= technicians and contplex equipment is brought to focus on the problem of making him well. Here are 
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YES... . the average patient bill, including these services is only 

ted pennies more than $31.00 per day: $1.30 per hour. 

Gould you hire a graduate nurse, keep mother and baby st home 
Bi. and feed all three for $1.30 per hour? Would the TV repairman 

look at the set for a» little’? 


“FOR only $1.30 per hour’’—these “heartbeat” sketches skillfully tell the facts of the Saie- 
wood (N.J.) Hospital's cost and service story. This page in the booklet asks, “Could you hire 
a graduate nurse, keep mother and baby at home and feed all three for $1.30 per hour?” 


Photographs in the collection il- 
lustrate numerous phases of hos- 
pital activity, including pediatrics, 
rehabilitation, medical and nurs- 
ing skill, emergency and maternity 
care. Other materials include 
sketches of hospital scenes, bro- 
chure and annual report covers, 
full-color postcards, and poster and 
calendar art. 

Most popular materials so far 
have been the 14 cheerful little 
sketches of hospital scenes. These 
versatile sketches have been used 
by hospitals on the covers of bro- 
chures, to decorate booklet mar- 
gins and to “warm up” statistics. 
The artwork has simple, clean 
lines; it can be ordered with or 
without a tone in the background. 

The pulse of the hospital—the 
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r way, the sketches make an appealing cover for this annual re 
at-Bicmingham (Ala.) Baptist Hospital. The sketches can be ordered without a tone back- 
45 


drama, the tenderness—is por- 
trayed in the catalogue’s selection 
of 48 outstanding photographs, all 
chosen for their universality and 
strong human interest appeal. Re- 
quests have been received from 
hospitals for every one of the 48 
pictures. As the examples on these 
pages show, hospitals have used 
them to help tell their story in 
brochures, reports, newsletters and 
on posters. The 48 photographs 
were selected from a group of 
more than 4000 hospital scenes 
submitted. Approximately five 
hundred professional photogra- 
phers were invited to submit pic- 
tures. 

Creation and selection of all 
graphic arts materials were super- 
vised by Duncan D. Sutphen Jr., 
director of the project. He was 
assisted by a volunteer advisory 
committee. Mr. Sutphen, who was 
president of a New York advertis- 
ing firm for many years, has been 
associated with the hospital field 
since 1942 and is now chairman of 
the board of Phelps Memorial Hos- 
pital, North Tarrytown, N.Y. The 
advisory committee consists of 
George Bugbee, president of the 
Health Information Foundation; 
Alfred S. Dashiell, managing edi- 
tor of The Reader’s Digest; Ray 
Mackland, picture editor of Life 
magazine, and John H. Tinker Jr., 
senior vice president of McCann- 
Erickson, Inc. 


port of services 


ground; simple line cuts can be made for reproduction on coarse paper. 
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vel Hospital, Mankato, Minn. 


graphs combine with 
local scenes to tell the 
24-hour care story at 
Monmouth Medical Cen- 
ter, Long Branch, N.J. 
‘*‘Heartbeat’’ materials 
are intended to supple- 
ment, not supplant, the 
flavor of local photo- 
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Operated by BENEVOLENT ASSUDIATION 


REFLECTED in the vigorous yawn of a trusting 


new baby and in the figure of a frail old 
man are the changing stages in hospital care. 
These “heartbeat"’ photographs on the covers 
frame the 1959 annval report of Blodgett 
Memorial Hospital, Grand Rapids, Mich. 


A CURIOUS child held by an understanding nurse— 
this simple picture gives an instant sense of “‘tender 
loving care."’ The photograph is used as the cover of 
the annual activities and progress report at Imman- 


(BELOW AND OPPOSITE PAGE) Of the 48 ex- 
ceptional photographs in the graphic arts cat- 
alogue, these two have been most frequent- 
ly ordered. In the baby’s contagious yawn 
and the child's first sound, both pictures 
capture an instant of spontaneous vitality. 
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INFANT, technician, physician, 
surgical tools—these sum up the 
pulse of a modern clinic. This in- 


ing appeal for clinic building 


(LEFT) To publicize pediatrics 
benefit, the service guild at 
Swedish Covenant Hospital in 


(BELOW) This peaceful baby, sym- 
bolizing the heartbeat of St. 


ST ANNE'S 


FOUNDATION 


« 
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side spread of a four-page news- 
funds. 
Chicago used Miss Hospital bro- 
chure covers for posters and post- 
Gee cards as patient tray favors. 
Pridey, Morel 4 Annual report covers out 
pital also appears on card stocks 
suitable for calendars, posters or 
Anne's Foundation in Los Angeles, 
Calif., illustrates a letter of ap- 
“dh es preciation from administrator to 
, the hospital guild. The letter ap- 
é pears in the program for the aux- 
iliary's bazear. This hospital also 
plans to use “heartbeat” photo- 
graphs on posters for their 1960 
fund-raising campaign. 
saetetent werk for the 20 pears ts angle of 


REGIONAL 
ACCOUNTING 
PROGRAM 


OFFERS FISCAL HELP 


TO SMALLER 
HOSPITALS 


by ELTON TEKOLSTE 


Smaller hospitals can anticipate help 
with their accounting problems, ac- 
cording to the author, through a new 
project recently launched in three 
midwestern states. In this article, the 
author reports on the organization 
and function of the project, and its 
jpromise of fiscal management assist- 
ance to smaller hospitals. 


H ELP FOR smaller hospitals with 
accounting problems has ar- 
rived on the hospital scene. A pro- 
gram under way in three states— 
Colorado, Nebraska and South 
Dakota—shows that smaller hospi- 
tals can move out of the doldrums 
of mere record keeping into the 
area of meaningful use of statisti- 
cal data. A carefully planned proj- 
ect* to collect, analyze and distri- 
bute financial and other statistical 
data will provide valuable guid- 
ance to smaller hospitals in evalu- 
ating (1) the level of costs, (2) 
efficiency of employees and (3) 
efficiency of financial operations. 
Major elements of this regional 
project are a common method of 
data collection and a data process- 
ing center. 

A study of the accounting prob- 
lems of smaller hospitals indicated 
that the project should serve the 
following specific purposes: 

1. To determine the financial 
and statistical needs of the individ- 
ual hospitals and of the respective 
associations in each state. 

2. To determine the accounting 
and statistical services to be pro- 
vided to the hospitals. 

3. To develop an accounting sys- 
tem for installation in each hospi- 
tal unable to accumulate the needed 
information. 

4. To decide what type of equip- 
ment should be purchased to per- 
form the necessary tasks. 

5. To design a format for the 
monthly reports to be made to the 
hospitals. 

6. To estimate the time required 
to establish the minimum record 
keeping essential to preparing these 
reports. 

7. To outline the potential serv- 


At the time = article was written, El- 
ton TeKolste assistant secretary, 
Council on ‘Administrative Practice, AHA. 
He is now executive secretary of the Indi- 
ana Hospital Association. 
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Kellogg Foundation 
through the Hospital Research and Edu- 
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DATE 


PATIENT'S NAME 


TYPE OF CHARGE 


AMOUN T 


PATIENT | IN-PATIENT | OUT-PATIENT] OTHER 
NUMBER . 


DESCRIPTION 


CHARGE 
TICKET 


TOTAL 


Fig. 1—Charge ticket for peg board use 


ices that a proposed centralized 
program could possibly be ex- 
pected to render. 


During January 1959, accounting 
specialists investigated the record 
keeping problems of smaller hos- 
pitals. The specialists first deter- 
mined what minimum records 
would still provide administrators 
with necessary information; next 
these records were established and 
tested. Discussions with adminis- 
trators of smaller hospitals in 
Nebraska verified that the sum- 
mary information was administra- 
tively sound; next simple and ac- 
curate means of accumulating this 
information were considered. 

The peg board, or “one-write 
principle”, was selected as the best 
means, so peg boards and existing 
“stock” forms were ordered (see 
Figs. 1 and 2). To test the desira- 
bility of these forms, and also to 
alter other accounting records, a 
pilot study was established in six 
Nebraska hospitals.* 

The accounting specialists or 
project directors, made a prelimin- 
ary visit to each hospital to ac- 
quaint the personnel with the pur- 
pose of the pilot study and to 
solicit their cooperation and sup- 
port. Following this, the project 
directors spent one or two days 
in each hospital installing the sys- 
tem entirely or partially. They set 
up a peg board with stock forms 
in each revenue station of the 
hospital, which involved (1) lab- 
oratory, (2) x-ray, (3) operating 

*Miller Memorial (Chappel), Chase 
County Community (Imperial), Cheyenne 
County Memorial (Sidney), Oshkosh Com- 
munity (Oshkosh), Cozad Community (Co- 


zad) and Morrill County Veterans Memor- 
ial (Bridgeport). 
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room, (4) delivery room and (5) 
emergency room. Occasionally 
some departments were combined. 

The patient’s name, his hospital 
number and the amount of charge 
(identified as inpatient or outpa- 
tient) are entered on the charge 
ticket. Under this system, the 
charge ticket data are automati- 
cally entered on the charge control 
journal. The first becomes patients’ 
receivable information and the 
second becomes a source of total 
revenue information from each of 
the services and a permanent rec- 
ord of revenue. Since explanations 
of the system to hospital personnel 
and alteration of existing account- 
ing records assured a common col- 
lection of data, the hospitals in the 
pilot study began to maintain their 
records under the revised system 
April 1, 1959. 

A week later, the project direc- 
tors visited each hospital to ascer- 
tain that the proper procedures 
were being followed, and to ussist 
the personnel in solving any prob- 


lems which had developed. Fol- 
lowing this, other revised system 
forms were designed, mimeo- 
graphed and distributed to the 
participating hospitals (see Figs. 3 
and 4). 

Early in May, a critique was 
held by the persons involved. Out 
of this session came information 
that enabled the project directors 
to revise the stock forms and the 
nurses’ notes (see Figs. 5, 6 and 7). 
Two special forms (see Figs. 8 and 
9), to be used in conjunction with 
the nurses’ notes (see Fig. 7), were 
devised to summarize all the in- 
formation in the nurses’ notes for 
each patient. The same form (see 
Fig. 8) can be used to summarize 
all other patient charges and can 
be given to the patient as a com- 
plete statement of charges. The peg 
board for this would be maintained 
in the business office, All these 
redesigned forms have been made 
available to all hospitals partici- 
pating in the project. 

Since April 1959, monthly re- 
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Fig. 2—Charge control journal for peg board use 
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HOSPITAL HOSPITAL 
REVENUE AND RECEIPTS 
EXPENDITURES 
For the month ended 
For the month ended 
Room and Board 3 
Laboratory Administration and General : 
Radi 
ee Housekeeping, Laundry and Plant 
Operating Room 
Anesthesia — 
Delivery Room 
Oxygen Laboratory 
Pharmacy (Drugs) Pharmacy (Drugs) 
Outpatient - Emergency Radiology 
Central Supply (Packs and Dressings) 
Medical Supplies 

Other (Itemize) 

ta} Other (Itemize) 

(b) . (a) 

(c) (b) 

(a) 

SUB-TOTAL . (4) 
Allowances TOTAL EXPENSE $ 
TOTAL REVENUE $ 


Fig. 3—Form used for reporting receipts 


ports of operations have been 
mailed to the participating hospi- 
tals. These reports show revenue 
divided into routine and special 
services and expenses classified by 
departmental functions, such as 
nursing, dietary and administra- 
tion. This information is currently 
shown in low, middle and high 
amounts for each item, a technique 
which provides the hospitals with 
valuable comparative data. Other 


miscellaneous data, such as cost 
per patient day, revenue per pa- 
tient day and average daily census 
are also furnished by the present 
reports (see Figs. 10 and 11). 

As more financial information 
becomes available through con- 
tinuing operation of the program, 
these reports will also show (1) 
data for the month for both the 
current and previous years and 
(2) information to date for both 


Fig. 4—Form used for reporting expenditures 


the current and previous years— 
with all figures expressed in per 
cents as well as in dollars. 

The project directors recom- 
mended that the format of the 
various reports not be changed, 
except that as more hospitals en- 
ter the program, accumulated data 
be classified according to hospital 
size and region. A further recom- 
mendation was that more statisti- 
cal information be gathered on 
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Fig. 5—Revised charge ticket 
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Fig. 6—Revised charge control journal 


NURSES’ RECORD 


DAY MONTH YEAR... SHIFT TO. 
MEDICATION mini o i time] mrrace CHARGE CHARGE 


Fig. 7—Revised nurses’ notes 


such matters as occasions of serv- 


- ive, employee hours, and number 


of x-rays and laboratory tests. 
This information can lead to better 
analysis of work performance in 
the various departments and to 
improved cost finding and budget- 
ary procedures in the hospital. 


After considering the need for 
flexibility and speed, the project 
directors decided to make maxi- 
mum use of the Series 50 IBM 
equipment. This equipment is half- 
speed and half-price, yet maintains 
the flexibility desired to yield the 
maximum reports from the basic 
information. Despite its reduced 
speed, this equipment handles the 
data of a substantial number of 
hospitals. It is estimated that sum- 
mary reports from approximately 
500 hospitals could be processed 
on a cycle basis. To handle this 
work, the following equipment 
was rented: a verifier, a sorter, a 
summary punch, an interpreter, a 
collator, a tabulator, a calculator, 
and two key punch machines. 

These machines are the direct 
responsibility of a systems super- 
visor, who is assisted initially by 
one key punch operator. The com- 
plete programing of the machines 
and the processing of the reports 
will be performed in this area. 

Other personnel considerations 
led to recommending that the cen- 
tral office be administered by a 
regional director with an executive 
assistant. The regional project di- 
rector was to assume full admin- 
istrative responsibility for the in- 
stallation of the accounting systems 
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Fig. 8—Statement of services rendered 
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Fig. 9—Charge control journal for statement of services rendered 


and the operation of the central 
office. The installations are done 
by a group of three consultants, 
who travel the areas assigned and 
install’ the developed accounting 
systems in hospitals in their areas. 
These field consultants continue to 
serve the hospitals during the op- 
eration of the system and discuss 
reports with hospital personnel. 


They also assist in the develop- 
ment and installation of new serv- 
ices for the participating hospitals. 


SPECIAL PROJECT SERVICES 


One feature of this project is the 
acquisition of relatively complete 
information on the health activities 
in each of the states. The data 
processing equipment utilizes 


punched cards, which permits the 
accumulated information to be 
sorted in many different ways. This 
facilitates compiling both state and 
regional information into aggregate 
activity reports for the use of state 
hospital associations. In addition, 
comparative reports for the in- 
dividual hospitals can be prepared. 

Hospital Administrative Serv- 
ices is now a full-scale reality. The 
experience benefits of the pilot 
study have been applied to the 
accounting procedures of a Colo- 
rado hospital. Hospital Adminis- 
trative Services is preparing re- 
ports for hospitals and is installing 
accounting systems in additional 
hospitals. Although the project is 
now being developed only in three 
states, as time and staff permit, the 
benefits and services will be of- 
fered to hospitals in adjacent areas. 
The services of the office will be 
provided on a fee basis (the pre- 
liminary estimate is $30 per 
month) which will provide for 
long-run, break-even operations. ® 


STATEMENT OF REVENUE AND EXPENSE COMPARATIVE STATEMENT OF REVENUE AND EXPENSE 
FOR THE MONTH OF JUNE 1959 FOR THE MONTH OF JUNE 1959 
7 PER CENT OF TOTAL PER CENT OF TOTAL 
se PER CENT Per CENT MONTH OF YEAR-TO-DA 
THIS MONTH OF TOTAL YEAR-TO-DATE OF TOTAL nic low AVERAGE 1OW AVERAGE iow AVERAGE 
| Revenue: 
. Room end Board $4,255.00 49.5 $10,314.00 46.1 
» 673.00 728 1,902.81 8.5 Room and Board 592 495 528 60.4 46.1 53.0 
Operating Room 637. 74 1,527.50 6.8 
anesthesia. 696.00 8.1 1,972.50 8.8 $5 34 49 48 58 
a Delivery Room 107.50 1.3 475.00 2.1 Operating Room 84 45 6.8 69 45 6.1 
a Oxygen 60.00 7 344.07 1.5 
Drugs. | 1,382.60 16.1 3,569.90 15.9 
Outpetient—Emergency om" au 65.00 3 Delivery Room 18 2.1 1? 2.0 
Medical and Surgical Supplies 412.60 48 1,083.37 4.8 Oxygen 7 5 10 5 2 1.0 
— Drugs 19.0 16.1 17.1 19.1 15.9 17.3 
_ Gross Revenve $8,592.13 100.0 $22,368.14 100.0 
Ovtpatient—Emergency 1.7 7 1.2 14 3 10 
Net Revenue $8,462.12 (1) 100.0 $22,095.61 100.0 Miscellaneous 1.4 9 1.2 12 9 11 
110 94 9.1 
Administration and General 658.08 95 $ 1,956.28 9.3 eat 88.5 
Housekeeping, Laundry and Plant 1,125.23 16.2 3,241.23 15.4 Housekeeping, Laundry and Plant 21.8 14.2 17.4 154 145 15.0 
Nursing 2,506.04 36.1 7,359.85 35.0 
41.1 
Distory 1073.80 15.4 3,063.29 146 
Laboratery 235.90 3.4 833.35 4.0 Dietary 16.8 12.9 15.0 160 146 15.1 
Drugs 358.00 5.1 1,235.68 5.9 
Medica! and Surgical Supplies 538.23 7.7 1,872.61 8.9 
Anesthesia 360.00 5.2 1,143.75 5.4 Drugs 67 51 54 120 59 8 85 
Radiology 97.95 1.4 333.84 1.5 Medical and Surgical Supplies 7.7 3.5 4.9 
Tetel 953.23 100.0 21,039.88 100.0 
Excess Revenue Over Expenses $1,508.89 $ 1,055.73 
Tetal Patient Days 382 989 Excess Revenve Over Expenses $642.87 $1,063.66 
Revenue Per Patient Day $ 22.15 $ 22.94 Total Patient Days 
Cost Per Patient Dey $ 18.20 $ 21.87 Revenve Per Patient Day $ 20.11 $ 19.41 
Excess Revenue Per Patient Dey $ 3.95 Cost Per Patient Dey $ 18.30 $ 
11) $60 meneperating revenve aot included. Average Daily Census 10.5 10.2 


Fig. 10—Report to participating hospitals Fig. 11—Report to participating hospitals 
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Russell A. Nelson, M.D., president 


American Hospital Association 


Hospitals and Employee Relations 


HE THEME of National Hospital 

Week this year, “The Hospital 
—Many Hands and Many Skills”, 
tells a big story in a few words. In 
a very real sense, hospitals are 
people—doctors, nurses, skilled 
technicians, and trained workers 
in all departments. 

In modern industry, we hear a 
great deal about automation, the 
substitution of machines for peo- 
ple. But the possibilities for -auto- 
mation in hospitals are limited; 
most services must be dispensed 
individually by well trained per- 
sonnel. 

In a hospital, to a greater extent 
than most businesses, we face the 
necessity of training all our per- 
sonnel. All of our physicians re- 
ceive some of their education in 
hospitals, as students, interns and 
residents. The great majority of 
professional nurses are graduates 
of hospital schools of nursing. 

We do not receive young people 
from the public educational system 
with the kinds of special skills 
needed in hospitals—technicians of 
many kinds, aides, therapists, or- 
derlies, surgical assistants, labo- 
ratory helpers and others. We 
must train them ourselves. Hospi- 
tals conduct schools for medical 
record librarians, for medical and 
x-ray technologists, for nurse an- 
esthetists; they provide formal 
residency training for hospital 
administrators and internship pro- 
grams for dietitians. And in thou- 
sands of informal programs, hospi- 
tals develop special skills needed 
for professional and administra- 
tive departments of the hospital. 

It remains a fact, however, that 
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while hospitals have expended 
considerable time, effort and 
money to train these people, hos- 
pitals generally have not done as 
good a job when it comes to wages, 
working conditions and other 
benefits for employees. Even 
though two-thirds of the hospital 
expense dollar goes to pay salaries 
and wages, hospitals generally 
have lagged too far behind other 
segments of our economy in this 
area. 

Hospitals have been making great 
strides in improving the conditions 
under which their employees work 
and in achieving better employee 
relations, but it is obvious that 
much more needs to be done. It is 
also obvious that much more will 
be done as hospital care becomes 
better financed. And much more 
will have to be done if hospitals 
are to cope successfully with the 
growing problem of labor disputes. 


|e THE opinion of the great ma- 
jority of those concerned with the 
operation of our voluntary hos- 
pitals, the function of a hospital 
represents an essential public serv- 
ice. Collective bargaining and the 
strike weapon in hospitals would 
seriously interfere with that public 
service and therefore are not in 


“#the public interest. Much of our 


national and state legislation rec- 
ognizes this in the omission of 
hospitals from laws governing rec- 
ognition of collective bargaining 
units. 

Since the public generally ac- 
cords a special status to hospitals, 
collective bargaining and strikes 
will not become general in hospital 


affairs if our personnel practices 
are fair to employees. 

In areas where hospitals have 
had to deal with unions, there has 
been no clear evidence that unioni- 
zation of hospital personnel has led 
to more efficient or better hospital 
care. Certainly the vast majority 
of hospital trustees, administrators 
and professional staff believe that 
unionization and collective bar- 
gaining will bring increased cost 
and threats of interruption to serv- 
ice because of labor disputes. 

Recent efforts in union organiza- 
tion and labor disputes in hospitals 
in a number of larger cities indi- 
cate that there are continued strong 
efforts to organize hospitals into 
collective bargaining units. We in 
hospitals can meet this challenge 
effectively and fulfill our responsi- 
bilities to the public and to hospi- 
tal employees by adopting better 
employment conditions, reaffirm- 
ing our opposition to anything that 
permits strikes by any group in 
the hospital, continuing our efforts 
to exclude hospitals from provi- 
sions of labor legislation of the 
Taft-Hartley type and calling pub- 
lic attention to potential dangers 
in permitting any pressure group 
interference in hospital affairs. 

The fact that we oppose collec- 
tive bargaining for hospital em- 
ployees imposes upon us a greater 
responsibility to see to it that the 
lot of the hospital employee is 
improved, that his pay check is 
brought up to community stand- 
ards and that his conditions of em- 
ployment become such that he can 
take pride in his association with 
a hospital. 
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for economical, hospital-wide 


disinfection 


This new quaternary 
ammonium compound — 
a powerful, all-purpose 
disinfectant—can effect 
considerable savings in 
hospital management 
throughout the year 
because of its universal 
effectiveness as a bactericidal agent. 
Of negligible toxicity and non-irritating 
to human tissues, Urolocide is odorless, 
tasteless, non-staining, indefinitely stable in 
solution (even when exposed to air), water-soluble 
and non-corrosive since it contains neither iodine, 
phenol, mercury or other corrosive ingredients. 
It is rapidly bactericidal and fungicidal in 
practically all procedures of surgery and medicine 
| requiring preoperative skin and mucous membrane 
disinfection or antisepsis, and for instillation, 
irrigation, wet dressings, swabs or sprays. 
Non-boilable instruments of all types may be 
safely disinfected with Urolocide solution. 
The disinfectant may also be advantageously —_ 
employed for cleansing walls, ceilings, floors, tables, 
beds, pans, or lavatories—by means of a spray, 


UROLOCIDE 


2 


A packet of 3.8 Gm. of Urolocide 

will make 1 gal. of 1:1000 solution or 
tincture, or 20 gals. of 1:20,000 solution! 
Also available as a Tincture 1 :500 

and 1 :1000, and Aqueous Solution 1 :1000, 
in 8 oz. and I gal. bottles. 


FREDERICK J. WALLACE, President 


American (ystoscope Makers,Jne, 


PELHAM MANOR, NEW YORK 
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A CRITICAL INCIDENT 
STUDY OF HOSPITAL 
MEDICATION ERRORS 


This cause is associated with no 
other type of incident. Other ex- 
amples are: (a) failure to sign off 
or discontinue a medication order 
which results in patients receiving 
extra unordered doses of medicine, 
and (b) calculational errors which 
result in patients receiving wrong 
dosages. 

3. Some causal factors may re- 
sult in several different types of 
medication incidents. An outstand- 
ing example is failure to check 
medicine tickets against nursing 
care cards. This was one of the 
reasons given for every class of 
medication incident. Other ex- 
amples are: 

(a) Misinterpretation of medi- 
cation orders. 

(b) Errors in reading medica- 
tion orders. 

(c) Errors in reading labels. 

(d) Errors in transcribing phy- 
sicians’ orders to nursing care 
cards or medicine tickets. 

(e) Misfiled medicine tickets. 

Because Table 1, page 58, indi- 
cates that many of the same causes 
were cited’for different types of 
medication incidents, Table 2 was 
prepared to show causes without 
regard to type of incident. Related 
causes have been subsumed under 
broader headings which summarize 
the behavior that precipitated in- 
cidents. The table shows a total of 
187 causes because nine of the inci- 
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(Continued from page 34) | 


dents listed two causes each. 

It is immediately apparent from 
Table 2, page 62, that about 90 per 
cent (169 of 187) of the reasons 
given for incidents fall into the 
first five categories. This strongly 
suggests that the behavioral situa- 
tions represented by these cate- 
gories are those which play an 
important role in the occurrence 
of incidents and should be ana- 
lyzed further. 

An additional point emerges 
when these causal factors are care- 
fully considered with regard to 
Table 1 and the medication proce- 
dures described earlier. Some of 
the incidents were determined by 
multiple means of reporting. For 
example, if the nurse in charge 
forgot to check all of the orders 
in the physicians’ order book 
against the nursing care cards and 
medicine tickets to which they 
should have been transcribed, this 
would not precipitate an incident 
unless a transcription error had 
already occurred; that is, an order 
had been inaccurately transcribed 
to the nursing care card and 
medicine ticket, or had not been 
transcribed to the nursing care 
card and medicine ticket. Further- 
more, if the nurse assigned to give 
medicines at a certain hour did not 
check all of the tickets for a given 
hour against the nursing care cards, 
this would not result in an inci- 


fitofessional haactice 


dent unless (a) a _ transcription 
error had been made in copying 
the order to the medicine ticket, 
or (b) a medicine ticket was mis- 
filed in the ticket box. 


Observations and interviews at 
the start of the study indicated 
that some student nurses were as- 
signed to duties on the wards after 
formal classroom training but be- 
fore they had fully exercised their 
newly acquired skills in medication 
procedures. It was also apparent 
that certain services, generally 
those with large concentrations of 
student nurses, were under greater 
pressure and stress than others. 
For these reasons, it seemed worth- 
while to classify the incidents ac- 
cording to the service where they 
occurred and the job classification 
of the respondents. Table 3 shows 
these groupings, both independ- 
ently and in combination. 

Table 3, page 64, confirms that 
most of the incidents were reported 
by student nurses, and that all but 
16 of the incidents occurred in four 
services referred to as A, B, C and 
D. The heaviest load of medicines 
is administered in services A and 
B, and a moderately heavy one in 
service C. The nursing personnel 
in service D are under stress be- 
cause it contains a special class of 
patients who are extremely diffi- 
cult to handle. 

The proportion of incidents re- 
ported by student nurses in each 
of the four services agrees gener- 
ally with the proportion of the 
medications administered in each 
service by students. 

1. In service A, where 54 of the 
60 incidents were reported by stu- 
dent nurses, the majority of the 
medications are administered by 
students. 

2. In service B, where 26 of the 

(Text continued on page 62) 
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TABLE 1~—178 MEDICATION INCIDENTS CLASSIFIED BY TYPE* 


. The wrong patient received or almost received a medication 36 


. Failure to check the name on the bedside tag against ihe name on the medicine ticket. 21 
. Failure to check the name on the medicine ticket. A) 
Misinterpretation of a physician’s order as to which patient was to receive a medicine. 3 
. Failure to check the name on the nursing care card against the physicians’ order book. 2 
Order for one patient transcribed to the nursing care card of another. 
(In one case, the patients had the same last name.) 2 
f. Failure to ask a patient his name. 1 
g. Syringes with medicine for different patients rolled together: 
(Syringes have no medicine ticket or other identification permanently attached to them.) 1 
h. Simple confusion due to stress. 1 


2. A patient received or almost received a wrong dose of medication. 36 


} a. Error in calculating ihe amount of the drug. 1] 
| b. Error in reading the medication order on the ticket or nursing care card. 
FOR EXAMPLE: 
(1) the abbreviation of teaspoon (tsp.) confused with tablespoon (tbs.). (1) 
(2) the abbreviation of milligram (mgm.) confused with microgram (mcg.). (1) 
(3) 2.5 mgm. read as 25 mgm. (1) 
(4) .1 ec. read as 1 cc. (2) 
c. Error in reading the label on a drug container. 5 
FOR EXAMPLE: 
(1) .1 gm./cc. confused with 1 gm./cc. (1) 
(2) Codeine (64 mgm.) confused with codeine (32 mgm.). (1) 
. Failure to check the medicine ticket against the nursing care card. 5 
Error in labeling by the pharmacy. j 2 
Failure to empty an overdose of the drug from the syringe before administering it. 2 
. Incorrect dose transcribed to medicine ticket or nursing care card. 2 
. Failure to administer the balance of the medicine after giving the patient a partial dose. 1 
Misinterpretation of a verbal order given by the physician. 1 


3. A patient received or almost received an extra (unordered) dose of medication ................. 36 


a. Failure to sign off or discontinue an order on the nursing care card or physician's 

order sheet. 17 
b. Failure to check the nursing care cards against the medicine tickets. 6 
c. Failure to remove a ticket for a discontinued medicine from the ticket box. 6 
d. Misinterpretation of a physician’s order as written out. 

For example, confusion between q.o.d. (every other day) and q.d. (every day). 4 
e. Assignment of a patient to more than one nurse. 3 
f. Failure to transcribe an order to the nursing care card from the physicians’ order book. 1 
g- Failure to record the time the medicine was to be given on the nursing care card. 1 


a. Failure to check a nursing care card against the medicine ticket. 15 
b. Failure to copy a medication order to the medicine ticket, or to both the medicine and 
nursing care card. 5 
c. Medicine ticket misfiled in the ticket box. 5 
d. Misplaced the medicine ticket; for example, left the ticket on a tray of medicines to 
be given at a later hour. 3 
*Since nine incidents each gave two causes, a total of 187 causes is shown. 


(Continued on page 60) 
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Hemostasis with Gelfoam sponge is 
efficient and direct: blood enters... 
stops ... clots. The Gelfoam is later 
absorbed in situ with virtually no 
cellular reaction. 

Hospital applications for Gelfoam 
are many—so varied that one or more 


of its uses may occasionally be 
overlooked. 


So that your hospital can take full 
advantage of Gelfoam versatility, 
make certain you have the right 
Gelfoam on hand for every use. 
Gelfoam is supplied as sterile sur- 
gical sponge, dental pack, prosta- 
tectomy cone, biopsy sponge, sterile 
powder, and Gelfilm* for neurosur- 
gery and ophthalmologic procedures. 


RADEMARK, REG. U. 8. PAT. OFF. 


| Upi | THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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here blood 
enters... 
stops... 
clots... 


some of the capabilities of 


control bleeding from small arterioles 


control capillary ooze 

repair veins 

seal cerebrospinal fluid leaks 
obliterate dead space 

secure a dry operative field 


protect brain surfaces during retraction 


carry medication 
stop epistaxis 


patch small air leaks in reinflated lungs 


reinforce suture lines 
treat gastroduodenal hemorrhage 


facilitate closure and healing of large kidney wounds 
control hemorrhage following anorectal surgery 
control bleeding and oozing in bone surgery 

promote granulation tissue growth in skin ulcers 


perform sponge biopsy 


Cross section of Gelfoam magnified 50 times 
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TABLE 1 (CONTINUED) 


e. Failure on the part of the physician to note the order on the notification of physicians’ 
order form. 

f. Failure to check the physicians’ order book carefully. 

g. Misinterpretation of a physician’s order. 

h. Failure to verify that a patient took the medicine handed her. 

i. Failure to check the attachment of feeding tube to patient. 


— — — A) 


5. A patient received or almost received the wrong drug. ..... 23 


a. Errors in reading labels. 12 


FOR EXAMPLE, CONFUSION OF: 
(1) Digitoxin with digoxin. (4) 
(2) Digitoxin with digitalis. (2) 
(3) Codeine sulphate with codeine sulphate (hypodermic). (1) 
(4) Crysticillin® with Depo-Penicillin®. 1) 
(5) Demerol® with Nembutal®. 1) 
(6) Demerol® with dicumerol. (1) 
7 (7) Regular insulin with Lente lletin®. (1) 
1 (8) Scopolamine with scopolamine plus morphine. (1) 
‘ b. Drug inaccurately copied to medicine ticket. 3 
FOR EXAMPLE: 
(1) Sodium phenobarbital copied instead of sodium pentobarbital. (1) 
(2) Streptomycin copied instead of Terramycin®. (1) 
(3) A.P.C. tablets copied instead of A.P.E. tablets. ae 
c. Failure to check a nursing care card against a medicine ticket. 
d. Failure to read the label after selecting it from the shelf. 
e. Inaccurate labeling of drugs. 2 
FOR EXAMPLE: 
(1) Two different labels, Coumadin Sodium® and Compazine®, on the same bottle. (1) 
(2) Bottle refilled with wrong drug at ward stock room. (1) 
f. Misread the medicine ticket. 1 
g. Failure to ask the physician if the substitute drug sent up nd the pharmacy 
7 was appropriate. 1 
ae: h. Insufficient information about drugs (Terrabon® thought to be identical with 
tetracycline). 1 


6. A patient received or almost received medication at the wrong time. ...............0.c0cc cues 14 


a. Misinterpretation of physician’s order. 7 
FOR EXAMPLE: 

{1) q.n. (every night) confused with q.h. (every hour). (1) 

(2) Confusion about administration of medicine on even or odd days. (3) 
b. Medicine ticket in wrong slot of ticket box. 4 
Failure to check nursing care card against a medicine ticket. 2 
d. Medication order written by physician too early; that is, two days before it was to 

be given. 
e. Error in sorting tickets according to the time medication is to be given. 1 
f. Error in recalling the calendar date. 


| 7. A patient received or almost received the medicine through an improper route. ................8.. 2 


a. Failure to read medicine ticket carefully, so didn’t see that method of administering 
the drug had been changed. 
b. Misread a medication order illegibly written on the medicine ticket. 


(Continued on page 62) 
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TABLE 2 —iImMMEDIATE CAUSES OF 178 MEDICATION INCIDENTS CLASSIFIED WITHOUT REGARD FOR TYPE OF INCIDENT 
NO. REPORTED 
a. Failure to check nursing care cards and/or medicine tickets against the physicians’ 
order book, or failure to check the medicine tickets against the nursing care cards. 34 
b. Failure to check the name of the patient written on the bedside tag against the 
medicine ticket. 21 
c. Failure to check the name of the patient written on the medicine ticket when handing 
him medicine. 5 
d. Failure to check the medicine ticket against the drug label. 2 
e. Other. 6 
a. Misreading or misunderstanding the order written on the physician’s order sheet, 
nursing care card, or medicine ticket. 24 
b.. Misreading a drug label. 17 
(1) Dose. (5) 

(2) Drug name. (12) 
a. Failure to sign off completed or discontinued medication orders. 17 

b. Incorrect transcription of a medication order from the physicians’ order book to the 
nursing care card and/or medicine ticket. 8 
c. Failure to transcribe a physician’s order to the nursing care card and/or medicine 
ticket. 6 
d. A physician's order not written up and designated according to procedure. 3 
a. For standing orders. : 9 
b. For discontinued orders. 6 
6. Errors due to improvisations. A nurse knowingly modified a medication procedure, and 
in so doing, committed an error; for example, a nurse gave part of the required dose 
of a medicine as this was all that was available at the time, but forgot to give the 
7. I\Inaccurately labeled drugs. The wrong drug name or concentration: was written on the 
8. Errors in assigning patients. More than one nurse was assigned to give the same medi- 
9. Misunderstood verbal communication. Misunderstood a verbal order given by the physician. ........ 2 
} Total 187 


52 incidents were reported by stu- 
dent nurses, approximately 40 per 
cent of the medications are admin- 
istered by students. 

3. In service C, where 20 of the 
32 incidents were reported by 
student nurses, between 50 and 60 


62 


per cent of the medications are 
given by students. 

4. In service D, where 16 of the 
18 incidents were reported by 
student nurses, most of the medi- 
cations are administered by stu- 
dents. 


In those services for which there 
are few incidents reported, the 
medication load is relatively light 
and most of the medicines are 
given by graduate nurses and doc- 
tors. 

The close correspondence be- 


HOSPITALS, J.A.H.A. 


| 
| 
| 
| 
| 
| 
| 
| 


antibiotic resistant STAPHytococc: are killed by 


ZAEPH Fe A in seconds 


USE ZEPHIRAN TO HELP CURB THE CURRENT MENACE TO HOSPITAL HEALTH 


Preoperative preparation e Scrub-up e Surgical dressings e Wound irrigation e Sterile 


storage of instruments e¢ Furniture, wall, and general sickroom disinfection « Laundry 


Zephiran chloride, brand of benzalkonium chloride refined (to ensure quality). WINTHROP LABORATORIES, NEW YORK 18, N.Y. 
13368 


MAY 1, 1960, VOL. 34 7 $63 


- TABLE 3 NumeBer OF MEDICATION INCIDENTS REPORTED BY JOB CLASSIFICATION AND SERVICE AFFILIATION OF NURSING PERSONNEL 
Job Not 
Classification Services Given Totals 
A B D E 

Graduate Staff 

Nurse 4 9 5 ] 3 22 
Assistant Head 

Nurse 2 1 2 5 
Head Nurse 4 1 1 6 
Supervisor 1 4 
Private Duty 

Nurse 3 1 1 5 
Licensed Practical 

Nurse 2 2 
Special Appointee 1 1 2 
Registered Nurse 2 2 4 
Not Given 1 2 1 4 
TOTALS 60 52 32 18 5 | a 2 1 178 


tween the proportion of medicines 
given by student nurses and the 
proportion of incidents they re- 
ported suggests that the job classi- 
fication may not be as important a 
variable as the medication load or 
other factors associated with a par- 
ticular service. 


CLASSIFICATION BY TIME OF DAY 
Most (170 of 178*) of the inci- 
dents are classified according to 
the time of day at which they oc- 
curred (see Fig. 1, below). Sev- 
eral peaks are clearly evident, with 


' “Eight respondents did not show the 
precise time of the incident. 


Fig. 1—The time of day that 170 medication incidents occurred as 


reported by the nurses. 


the most pronounced at 10 a.m., 
and other smaller ones at 8 a.m., 
12 noon, 2 p.m., 4 p.m., 5 p.m., and 
10 p.m. These results can probably 
be explained by one or more of 
the following factors: 

1. Preferred times for schedul- 
ing medications. In normal hospital 
routine, certain times are preferred 
for scheduling medications. For 
example, a medicine to be given 
once a day is often given at 10 a.m. 
Medications scheduled for three 
times a day are often administered 
at 10 a.m., 4 p.m. and 10 p.m., or 
8 a.m., 2 p.m. and 8 p.m. 

2. Stress periods. For two of the 


services,** A and B, 10 a.m. is a 
period of high stress on the wards. 
In addition to the large number of 
medications that must be given at 
this time, nurses are completing 
their morning chores. This is also 
the time at which physicians cus- 
tomarily make their ward rounds 
so that there is a great concentra- 
tion of staff on the floor. Nursing 
care cards and the physicians’ 
order book are in constant demand. 
Consequently, it is very difficult for 
a nurse to carry out many of the 
medication procedures without in- 


**Twenty of the 25 incidents that oc- 
curred at 10 a.m. were reported from serv- 
ices A and B. 


Fig. 2——Frequency of occurrence of medication incidents when 


nurse gave medications to different numbers of patients at 


same time (90 incidents). 
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terruptions from physicians, other 
nurses and patients. 

3. Meal times. At meal hours 
(lunch from 11 a.m. to 2 p.m., and 
dinner from 5 to 6 p.m.) there is 
often only one nurse on the floor 
to administer all the medicines. If 
she is rushed, she may forget to 
follow some of the procedures 
which may precipitate an incident. 
Furthermore, student nurses are 
sometimes sent to unfamiliar 
wards to relieve the regular staff 
for dinner. Since such a person 
would not know any of the patients 
or the layout of the ward, she is 
more prone to error. 

4. Change of shift. At change of 
shifts (8 a.m. and 4 p.m.), nurses 
coming on the ward are not aware 
of many things which may have 
occurred earlier. For example, if 
any of the medicines which have 
been administered have not been 
signed off, a nurse would not know 
this and might administer them 
again. 


INCIDENTS AND PATIENT LOAD 


The greatest number of inci- 
dents was reported when a nurse 
administered medication to only 
one patient (see Fig. 2, page 64). 
One-third of the 90 incidents, in 
which the observer reported her 
patient load, were of this type. This 
finding was so unexpected, and on 
the face of it so unreasonable, that 
it received careful investigation. 
The explanation is as follows: 

Nurses are rarely scheduled to 
administer medication to only a 
single patient at a time. Single- 
patient assignments almost invari- 
ably represent unscheduled orders 
which are to be carried out im- 
mediately. One of two major kinds 
of unscheduled orders is a stat 
medication. When the nurse is 
given such an order, she must stop 
what she is doing, copy the order 
onto a medicine ticket, prepare the 
drug, administer it and immediate- 
ly sign the order off on the ap- 


propriate forms. 


The other major type of un- 
scheduled order is a preoperative 
order. Even though a patient may 
be scheduled for an operation at 
a certain hour, and the medication 
order has been written for that 
time, a nurse is not assigned to 
execute the order until the call 
comes from the operating room 
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that the surgeons are ready to re- 
ceive the patient. The call may 
come earlier or later than the 
scheduled time. When the call does 
come, the nurse must stop what 
she is doing, carry out the order 
and take the patient to the oper- 
ating room. 

Either type of order interrupts 
the nurse, so she is more likely to 
forget to follow procedures and so 
commit an error. An additional 
point is that a stat order is verified 
only by the nurse assigned to ad- 
minister the medication. This con- 
trasts with the procedure followed 
in the administration of standing 
orders. In the latter case, the nurse 
in charge checks the medicine 
ticket and nursing care card against 
the original order, and the nurse 
assigned to give the medication 
further checks the ticket against 
the nursing care card. 


LIMITATIONS OF THE DATA 


For all its value in the study 
of errors, the critical incident tech- 
nique has certain inherent weak- 
nesses which limit the generality 
of the findings derived from it. To 
begin with, the technique depends 
upon reports from people, so is 
subject to all the difficulties as- 
sociated with such reports. For a 
nurse to report an incident, she 
must first recognize that she made 
an error or nearly did so. She must 
then be sufficiently motivated to 
want to write it down ‘and some- 
time later must do so. Selective 
perception may affect the types of 
errors she perceives; selective re- 
call the ones she remembers, and 
motivational factors the ones she 
writes down. Many incidents of a 
given type indicate that these in- 
cidents are significant and should 
be singled out for further study. 
The converse, however, is not true. 
Only a few incidents of a given 
type does*mot mean that these in- 
cidents are not significant. It may 
mean only that nursing personnel 
failed to report many incidents of 
that type for the reasons just 
mentioned. 

The limitations just described 
may be considered individual fac- 
tors. In addition, the data may be 
affected by group factors—factors 
common to individuals of one 
group, but not necessarily to those 
of another. For example, student 


nurses who are in a learning situ- 
ation may have been more alert 
to their mistakes and more con- 
scientious in reporting them. As 
another example, the investigator 
may have spent more time in one 
service than another, with the re- 
sult that the nurses of one service 
may have been more highly moti- 
vated to report incidents than those 
of another. That the nurses of one 
category reported more incidents 
than another may not mean that 
they made more errors, but only 
that they were more motivated to 
report those that occurred. 


MISINTERPRETATION OF DATA 


The two limitations discussed 
above have to do with error report- 
ing. There is another limitation of 
the critical incident technique 
which has to do with interpreta- 
tion of the data. In this study, 
it was not possible to estimate the 
opportunity for making certain 
types of errors, nor to determine 
the opportunity for making errors 
in different services; at different 
times of the day; according to the 
type of medication order and pa- 
tient load. For these reasons, one 
must be careful in drawing con- 
clusions about the significance of 
the difference between the number 
of incidents in one category as 
compared to another. For example, 
student nurses reported more medi- 
cation incidents than did nurses 
of any other job classification. 
However, this does not justify the 
conclusion that student nurses as 
a group make a disproportionate 
number of medication errors. Ad- 
ditional investigations showed that 
in those services where the stu- 
dent nurses reported the majority 
of incidents, they also administered 
the majority of medications. Thus, 
when the opportunity to make er- 
rors is taken into account, it ap- 
pears that student nurses report 
medication errors at about the 


same rate as other nurses. . 
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WHICH 
ROAD 

FOR 
DIETITIANS? 


OME 40 years ago, John Erskine 
wrote Helen of Troy with the 
illuminating subtitle “enough of 
her history to account for her rep- 


utation”. One must always know 


something of the past to under- 
stand the present and to foresee 
the possible future. In looking at 
dietitians, therefore, let us see 
where dietitians have been, where 


Mary W. Northrop is chief dietitian and 
housekeeper, King rage A Hospital Sys- 
tem, Seattle. This article an adaptation 
of the author’s address at the American 


Department Administration in 
Ore., last November. 


Three possible 
future roles seem 
clear: diet therapist, 
detailist or 


administrator-specialist 


by MARY W. NORTHROP 


they are now, and where they may 
be going. 

The development of dietetics as 
a profession is related to the devel- 
opment of society as a whole. Di- 
etitians are Johnnie-come-latelies 
among the professions, and it could 
not be otherwise, since this is 
largely a woman’s profession. 


The idea of women creating a 
profession would have been im- 
possible a century ago, but the 
19th century laid the ground for 


(TOP) DIET THERAPIST—tThe diet therapist 
of the future will have to be thoroughly 
versed in the latest developments in diet 
therapy and nutrition and will need to 
qualify as a full-fledged consultant to the 
medical staff. Advanced degrees will be 
required for the top posts. 


(CENTER) DETAILIST—The dietitian of the 
future may choose to be absorbed in de- 
tails and to let the dietary department 
run by itself rather than to delegate cer- 
tain duties to trained nonprofessional em- 
ployees so that she may function as a 
member of the management team. Such 
details as tray arrangement may be dele- 
gated to trained food service supervisors. 


(BOTTOM) ADMINISTRATOR-SPECIALIST— 
The dietitian who chooses to be an ad- 

inistrator-specialist will have enough 
basic knowledge so that with adequate 
experience she can manage all the basic 
jobs in the department, while at the same 
time act as a specialist in a chosen area 
of the field. One such area of specializa- 
tion would be employee training. 


the development of professions for 
women in the 20th century. The 
industrial revolution provided ma- 
chine-made products for the home, 
and freed women’s time. The social 
revolution gave women education, 
and freed their minds. 

The wars gave Florence Nightin- 
gale and Clara Barton their chance 
to initiate the development of 
modern hospitals, and especially 
the place of women in those hospi- 
tals. The immediate result was the 
establishment of training schools 
for nurses, and it was soon recog- 
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nized that someone should teach 
the student nurses the secret of 
“invalid cookery”. This was some 
time in the last decade of the 19th 
century, and by that time there 
had developed in Boston, New York 
and Philadelphia cooking schools 
for “young ladies of gentle family”. 
These schools were the obvious 
places to turn for teachers. 

Then came the demand from 
physicians for special diets for 
their patients. The cooking teacher 
became a dietitian; was given a 
diet kitchen, and assumed the task 
of writing special diets with more 
enthusiasm than real understand- 
ing. Amazing concoctions resulted. 
The philosophy seemed to be that 
the more special the diet, the less 


.it should resemble food for hu- 


mans. No wonder diets were la- 
beled by the names of the disease, 
for diseases were what were being 
considered and treated, not people. 

_Meanwhile, the development and 
common use of surgery was mak- 
ing profound charges in hospital 
operation. The hospital at this 
point was the refuge of the sick- 
poor. Now surgeons were finding 
it inconvenient and unsafe to op- 
erate on kitchen tables, and the 
rich, too, came to hospitals. To the 
cgnsternation of hogpital manage- 
ment patients began to complain 
about the food. 


DIETITIANS IN THE HOSPITAL 


Women had demonstrated their 
business capacity during World 
War I so, as hospital food needed 
to be improved, hospital adminis- 
trators turned over hospital food 
service operations to the dietitians 
in the 1920’s. Some were not pre- 
pared. Some did not have the abil- 
ity. But most of them, again, served 
with distinction and stayed, and 


so it remained until another war. — 


World War II brought another 
social change—a change in the 
marriage pattern—and again die- 
tetics was affected. Early marriage 
and work after marriage became 
common practices. Managing a 
home and job made it difficult for 
dietitians to give the job the same 
fervor as before. Moreover, early 
interruption of education by mar- 
riage reduced the number of wom- 
en available for professions. Too, 
large families took women out of 
the business world. This is where 
dietitians are now. 
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They have taken on a many- 
faceted professional job. Have they 
erred by making themselves jacks- 
of-all-trades when they undertook 
diet therapy, teaching and food 
administration? Are they over- 
stretching themselves? Is it impos- 
sible to combine home and family 
without neglecting one of them? 

The dietitian’s position in busi- 
ness need not detract from her role 
in the home, for the habit of alert- 
ness carries from one job to the 
other. 


Some dietitians believe that men 
are paid more than they are for 
work of equal quality, and no doubt 
that is often true. If it is true, why? 
Is it just prejudice, habit or a 
social custom? Or is it because 
enough women are only half-ful- 
filling their job so as to spoil it 
for the rest? Are dietitians not 
asking for men’s privileges without 
being willing to pay their price? 
Successful men have worked for 
that success. 

Dietitians want higher salaries, 
as is very natural, but they should 
be sure that they know what higher 
salaries cost. The only way for 
society to improve its economic 
status.is to produce more. 

Dietitians neither produce by the 
work of their hands nor by the use 
of business machines, but by crea- 
tive thinking. This means doing 
the job to which one has been as- 
signed efficiently, thoroughly and 
well, and then going beyond the 
routine to find some way to im- 
prove oneself and the job. It means 
reading and thinking, dreaming if 
you like, as well as just working. 
It means stretching to one’s full 
capacity and reaching to one’s full 
height. This can be fun. In itself, 
it makes the job more interesting 
and so is, in part, its own reward. 
Moreover, this creativity is a basis 
for promotions. 


For the administrative dietitian 
being an executive means, first of 
all, producing good food at a con- 
trolled cost for both materials and 
labor. It means skill in personnel 
management. It means a flair for 
the extra touch that makes a food 
service outstanding. 

For the therapeutic dietitian be- 
ing an executive means knowing 


more about food values than the 
fat content of food in terms of fat 
exchanges. The exchange system 
is a useful device that was devel- 
oped to make it possible for the 
average person to plan simple diets. 
The exchange system may be used 
for the sake of speed or conveni- 
ence, but dietitians must be ever 
cognizant of its limitations. In 
these days of theorizing about the 
roles of various types of fatty acid; 
of complicated mineral calcula- 
tions; of electrolyte balance stud- 
ies, the dietitian as a member of 
the medical team must keep up 
with the medical stream. 

Being executives means being 
buoyant, happy, well informed, ef- 
fective persons. It probably means, 
too, learning to delegate work 
without losing track of it, and to 
teach and supervise in such a way 
that neither organization nor prod- 
uct loses quality as a result. 

What are the answers to these 
questions: Are dietitians today the 
kind of people who can develop 
into executives? Furthermore, are 
they the kind who will so develop? 

I know today’s dietitians well. I 
believe that they can do it. I am 
not sure they all will do it. If they 
do not, the status of the profession 
for which so many have worked so 
haré and so long must be lost. 


DIETETICS TODAY 


Dietetics is at a fork in the road. 
Dietetics can become a routine 
stop-gap between college and the 
time the dietitian’s husband has 
established himself in his chosen 
field. If it does, dietitians cannot 
complain when the top jobs in 
dietary management are taken 
away from them. They will have 
asked for it. Dietetics can, on the 
other hand, become a creative and 
satisfying way of life. The choice 
rests with the dietitians. 

This does not mean that dieti- 
tians will have to choose between 
a career and marriage. Women no 
longer have to make that choice. 
Except for a few years when their 
children are young, dietitians can 
have both. They will probably 
have to limit their sewing and 
home processing of food, simplify 
their entertaining, and forego some 
television programs. They will 
have to make their heads save 
their heels. But it can be done. 

(Continued on page 73) 
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150 servings. 


Kraft WHOLE Milk Crystals, and 
Kraft NONFAT Dry Milk Crystals 


Because Kraft’s new Dry Milk 
mixes faster, and tastes most like 
the fresh kind, you can use it for 
all your kitchen needs—at a sav- 
ing of from 40 to 70% over bulk 
milk. Choice of whole or nonfat! 

Both products are made by a 
special process .. . won't cake, 
lump or foam. Mix as needed. 
Saves refrigeration space. No 
worries about milk deliveries, 
running out, oversupply, or 
souring loss. Order from your 
Kraft salesman. 


3. Kraft Instant Onions 


Fry ‘em, cook ’em .. . smell ’em, 
taste ’em .. . just like fresh! You 
get the flavor and texture of 
choice raw onions without the 
work or waste of peeling and 
slicing, and at 50% less cost. 

Available chopped or sliced, 1 
lb. Kraft Instant Onions equals 
8 lbs. of raw. Pour directly into 
soups, stews, gravies. For salads 
or burgers, soak briefly in water. 
They pan fry beautifully! 
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For two-fisted appetites, !oad a Kaiser rol! 
with lettuce, sliced Swiss Cheese, ham and 
sliced cheddar. Takes on all comers, from 
teens up. Serve with Kraft Mustard pack. 


CHEESE 
SANDWICHES 


add sales-zest to the menu 


When the photographer says “Cheese” he gets 
: a smile. But on the menu, cheese signifies good- 
eating! It gets orders, as a Deep-South drive-in 
: chain knows full well. On the menu in 31 
units, they offer burgers “lavished with melted 
3 cheese.” A 5-star attraction comes “loaded with 
cheese.” Take a tip from their success—“brag 
up” cheese sandwiches to your customers. 
You Save 3 Ways when you buy Kraft Ribbon 
, Slices—the finest sandwich-ready form of pas- 
i teurized process American cheese. (1) Quality 
is “tops,” (2) each slice is uniform, (3) portion- 
cost doesn’t vary. All these advantages without 
the expense and inevitable waste of on-premise 
slicing . .. The 3-lb. loaf gives you 48 1-oz. slices 
for sandwiches or 64 34-oz. cuts for burgers. 


Kraft's Natural Swiss also comes sliced, with fresh- 
ness and sweet-nut flavor preserved in an airtight pack- 
To spawn sales, | age. Properly aged under precise quality control for 
try this club sandwich on your menu. Salmon salad is successfully | perfect “eye formation.’ 8 slices per 1-lb. package. 

layered with Ribbon Slices and crisp leaves of lettuce. ) 
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One very possible choice for the 
future would be for dietitians to 
limit themselves to diet therapy 
and to voluntarily turn over food 
production to restaurant men. 
Many persons think that this 
would result in better food man- 
agement, and would stretch the 
available number of dietitians. If 
dietitians choose this road, and are 
to maintain any sort of professional 
status, they will have to be pre- 
pared to qualify as specialists in 
diet therapy. Otherwise, they will 
become mere technicians, with a 
very dull secondary role. 

If dietitians are to become spe- 
cialists in diet therapy, they must 
become better chemists, better 
physiologists, better psychologists 
and better nutritionists. A master’s 
degree in nutrition will be nec- 
essary for a promotion, and a Ph.D. 
degree will be required for the 
top jobs. 

Being a competent therapeutic 
dietitian is not limited to writing 
routine diet modifications and to 
catering to patients’ whims. She 
must also be a member of the 
medical team, and be available to 
work with the physician as a 
qualified consultant. 


DETAILIST VS. EXECUTIVE 


Another course that may be 
followed by dietitians is to drift, 
escaping from their own inadequa- 
cies by hiding behind routines. 
The tendency here is to let the 
department run itself while the 
department director is lost in ab- 
sorption in details. This is obviously 
going to lead to poor organization 
and ultimate defeat. It is the path 
that some dietitians have taken 
because of their inexperience, in- 
capacity or aversion to hard think- 
ing, and it is the reason why some 
dietary departments have been 
taken away from dietitians who 


would have liked to have kept 


them. 

If hospitals were to attempt to 
employ enough dietitians to per- 
form all the details, the effort would 
be fruitless. First of all, there aren’t 
that many dietitians. Secondly, de- 
tailists can always invent more de- 
tails; there is no end to the pos- 
sibilities in this area. In any case, 
this practice would still lead to a 
poorly operated department which 
someone would have to eventually 
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take over and manage. Top man- 
agement, if it looked closely, might 
decide that clerks are cheaper for 
clerical work than dietitians, and 
dietitians would be out the door. 


SPECIALIZATION 


Dietitians have a third choice 
open to them. They may continue 
to be jacks-of-all-trades with 
enough basic knowledge so that 
any one of them with adequate ex- 
perience could manage all the basic 
jobs, at the same time to increase 
her knowledge to become a spe- 
cialist in her chosen branch of 
the field. If dietitians choose this 
road and if they are to keep their 
perspective and sense of humor at 
home and on the job, they must 
learn to think and to create. Both 
require hard work. 

Such thinking may very well 
eliminate many of the detailed 
tasks that dietitians now consider 
necessary. Certainly, persons with 
less academic background and ex- 
perience need to be trained to per- 
form some of the dietitian’s routine 
duties. The dietitian must be the 
creative specialist and executive. 
She will probably conform to the 
pattern of the 40-hour on-the-job 
week (which is not the same for a 


professional person as a 40-hour 
work week) but she will have to 
work much more effectively in 
those 40 hours than most dietitians 
now do. She will still have time for 
those other things she wants, al- 
though in her personal life, too, 
she is going to have to make some 
choices, to eliminate some details, 
and to do creative thinking. 


METHODS OF ACHIEVEMENT 


How will she have energy for 
all this? By coming alive! Perhaps 
dietitians need to exercise more 
and use less caffeine and nicotine 
in order to live on a more vigorous 
plane. Perhaps they should give 
up some of the “do-it-yourself” 
activities at home. Perhaps they 
should switch off some of the noises 
in their lives, as one means of in- 
creasing serenity. " 

Perhaps they should sit in the sun 
and dream more. Empty dreaming 
may be a waste of time, but crea- 
tive dreaming is part of the stuff 
that makes a successful life. 

Dietitians need to fill their lives 
much fuller than most of them are 
now doing, at the same time adopt- 
ing the work simplification motto: 
‘Don’t work harder. Work 
smarter”’. 


NOTES AND COMMENT 


It’s not too early for corn on the cob 


Although a traditional summer specialty, fresh corn on the cob will 
be entering the market in heavy volume during May due to the new 
corn growing and shipping industry in Florida. The entrance of more 
than two million crates of Florida fresh corn offers hospital food service 
directors an opportunity to introduce variety into their spring vegetable 


menus. 

The time lapse between picking 
and serving the corn reportedly 
does not affect flavor or tenderness. 
Researchers have found that fresh- 
ness is preserved if the field heat 
is removed from the ears immedi- 
ately after harvesting and if the 
ears are refrigerated from then 
until the time they are used. 

Purchasers of this early corn 
should be certain that the refriger- 
ation that the corn has had dur- 
ing shipment is continued after 
they receive it. They should also 
plan to use the corn as quickly as 
possible after purchase. 

The United Fresh Fruit and 


Vegetable Association offers the 
following suggestions for flavoring 
corn on the cob. Each recipe yields 
48 servings; each serving being one 
tablespoon. 

Fresh parsley butter. To 1% ec. 
melted butter or margarine, add 
4 c. finely chopped fresh parsley 
and 4% tsp. finely minced fresh gar- 
lic. Stir well and serve hot. 

Fresh chive butter. To 1% c. melted 
butter or margarine, add % ec. 
finely chopped fresh chives. Serve 
hot. 

Avocado spread. Combine 1 c. avo- 
cado puree, 3 tbsp. mayonnaise, 
1% tbsp. fresh lemon juice, 2 tbsp. 
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tomato catsup, % tsp. salt, % tsp. 
onion juice. Mix well. 
Chili corn butter. To 1144 c. melted 


butter or margarine, add 1 tbsp. _ 


so that it will be approximately 
1% inches thick. 

2. Cut corn bread into 48 squares 
and split each square in half. On 
the bottom, lay a thin slice of ham, 


2 lbs. flour 
1% tbsp. salt 
1% tbsp. soda 

6 medium-sized oranges 
1% Ibs. raisins, ground 


chili powder. Stir well and serve : 
hot. La cover with thin slice of turkey and = milk 
Topping 
3 top with corn bread. 
% lb. sugar 


Dixie ham-turkey shortcake 
favored by patients 


As one might expect, Dixie ham 


-third-week summer cycle menu on 


DIXIE HAM AND TURKEY SHORTCAKE 
ON SOUTHERN CORN BREAD 
(48 servings) 
1 sheet pan of Southern corn bread 


3. Top with cream of mushroom 
sauce. Garnish with spiced fruit or 
tomato wedges. 

Southern Corn Bread 


1 Ib. whole’ eggs, well beaten 


5. Pour into greased, sheet pan 
(16 x 24 inches) and bake in 425° 
F. oven approximately 20 minutes. 


1 tbsp. cinnamon 
Juice from 6 oranges 

1. Cream shortening and sugar 
until light and fluffy on mixer at 


fe and turkey shortcake on Southern 

corn bread is favored by patients medium speed (approximately 2 
4 at Orange Memorial Hospital, Or- 1 thep. baking powder minutes). Add eggs and mix well. 
7 lando, Fla. Mrs. Rebecca L. Nor- 2 tbsp. salt - 2. Sift dry ingredients together. 
. fleet, the hospital’s chief dietitian, %4 ¢. sugar 3. Squeeze juice from oranges 
- has included the entree on her 2 qt. buttermilk and save for topping. Remove seeds 
3 and grind rind and pulp of oranges 
a p. 78. She also reports that orange- __ ‘|b. melted shortening with raisins. Bye 

: raisin cake is a favorite with pa- 1. Sift together dry ingredients. 4. Add orange-raisin mixture 
- tients. The menu item is featured 2. Add buttermilk and well- alternately with the dry ingredi- 
as on p. 76. beaten eggs. ents and the milk. . 

2 The recipes for these items are 3. Beat on high speed of mixer 5. Beat 2 min., medium speed. 
7 as follows: approximately 2 minutes. 6. Pour into greased, sheet pan 

4. Add shortening and mix well. (16 x 24 inches). 


7. Bake in moderate oven 400° 
F. for 25-30 minutes. 

8. Remove cake from oven and 
while hot, sprinkle the % lb. sugar 


‘ (16 x 24 inches) ORANGE-RAISIN CAKE 

“4 48 thin slices ham ‘ (48 servings) which has been mixed with cinna- 
: 48 thin slices turkey 1 Ib. shortening mon, over top of cake. 

“3 1 gal. cream of mushroom sauce 2 lbs. sugar 9. Drip orange juice over cake 
; 1. Bake corn bread in sheet pan 1 Ib. eggs until cake is covered and moist. ® 


Contented Patients 
are the best kind 


USE HOSPITALS’ SELECTIVE MENU SHEETS 


now available in packets 


$10 for 1000 
$45 for 5000 = 
$80 for 10,000 


of 1000. 


AMERICAN HOSPITAL ASSOCIATION 


840 North Lake Shore Drive 


Chicago 11, Illinois 
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Summer Cycle Menu 
for the East 


if be 21-pAy selective summer 


cycle menu and market orders 
for perishables are designed for 
hospitals in the East. These menus, 
which may be used during June, 
July and August, feature foods 
popular in the eastern section of 
the United States. 

The menus in this issue are the 
third in a four-part series of sum- 
mer cycle menus published in this 
Journal. Summer cycle menus for 
the Midwest and South-Southwest 
were included in the April i and 
16 issues of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSO- 
CIATION. The summer menus for 
hospitals in the North-Northwest 
will be published in the May 16 
issue. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu item 
can be served on both the full and 
soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served on sodium restrictive or fat 
restrictive diets. When fruits are 
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included on the dessert menu, the 
dietitian will omit sugar or substi- 
tute the water-packed variety for 
the diabetics. 

The market order for perish- 


The spring cycle menus, published 
in the January and February issues of 
this Journal, may be used during May. 
The Midwest and South-Southwest 
cycle menus were included in the 
January | and 16 issues, respectively. 
The February 1 and 16 issues featured 
cycle menus for the East and North- 
Northwest, respectively. 


ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
21-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. The standard 
does not attempt to include such 
staples as sugar, salt, pepper, coffee 
and tea. Dairy products should be 
ordered on a daily basis. 

The standard is available upon 
request from the Association, 840 
N. Lake Shore Dr., Chicago 11, III. 


Patients Convalesce 


Better 


with good hot food 
served the 


DRI-HEAT 
WAY! 


Centralized food preparation, made pos- 
sible with a Dri-Heat food system does 
more than make patients happy. By 
eliminating extra kitchens and extra 
help, it cuts your costs sharply and helps 
you maintain better feeding schedules. 

With just one kitchen preparing all 
food, you eliminate food waste and in- 
crease menu variety. You immediately 
accomplish complete control over por- 
tions, appearance, diet restrictions and 
personnel. Your patients get piping hot 
food, appetizingly served and always 
within their prescribed menu limita- 
tions. 

Most important, the Dri-Heat hot 
plate keeps food deliciously hot even 
after it is served to the patients. Slow 
eaters or disabled patients need never 
eat cold food—because a Dri-Heat hor 
plate will keep their food hot as long as 
one hour after serving. 

Investigate the quality-made Dri-Heat 
system. You can use the entire system or 
it is possible to adopt various compo- 
nents into your present system to fit your 
budget. 


Stainless steel cover has special 
heat-trap design 


Dri-Heat Hot Plate occommodat 


es 
any standard china or plastic dish 


Fully insulated stainless steel base 
diner's hands. Double wall 
insulated — guaranteed not to 


DRI-HEAT 
FOOD SYSTEM, INC. 


500 N. Dearborn Street © Chicago 10, lil. 
Phone: DE 7-4213 
Originators of the modern centralized 
feeding system. 
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Ist WEEK EAST SUMMER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


—prepared by Mrs. Rebecca L. Norfleet, chief dietitian, 
‘Orange Memorial Hospital, Orlando, Fila. 


breakfast noon night 
Grapefruit Half (F) Melon Ball Cocktail vooraats Soup (FS) 

or Prune Juice (S) Yankee Pot Roast (F ye or Tomato Stuffed with Shrimp Salad, Relishes Spanish Rice or Oven-Fried Chicken (FS) 
Oatmeal Parsley New Potato (FS Corn on Cob (F) 

or Raisin Bran Green Beans oo (F) or Summer Squash (S) Spinach Souffle (FS) or Julienne Carrots 

Flake Cereal Minted Pineapple Colesiaw Vegetable Aspic Salad—Sour Cream Dressin 

Jelly Omelet— or Orange-Banana Shish Kabobs—Lemon Cream Dressing or Fresh Pear Sticks with Cream Cheese Balis 

Crisp Bacon Str. rouberry Parfait Pie (F) or Lime Sherbet (S) Sponge Cake with Butterscotch Sauce (FS) or Apricot Halves in Syrup 
Cinnamon Toast 

Peaches (FS) Frosted Cranberry Juice Cocktail Cream of Mushroom Soup (FS) 

or Orange Juice Grilled Pork Chop with apeenanee (FS) or Beef- Macaroni Casserole Little Glazed Ham Loaves with Cherry Sauce 
Farina Mexicorn (F) or Sweet Potatoes (S or Open Face Hot Turkey Sandwich, Gravy (FS) 

or Cornflakes Hot Buttered Beets (FS) or Green Peas Paprika Potatoes (FS) 
Fluffy Scrambled Buttered Cauliflower or Asparagus with Hollanda se Sauce (FS) 


Breakfast Sausage Links 


Carrot Haystack Salad or ea Susan Salad—Lemon Honey Dressing 
Blueberry Pie (F) or Floating Isiand (S) 


Cheese-Stuffed Celery 


wednesday | tuesday | monday 


Sweet Roll or Grapefruit-Avocado Salad on Endive—Piquant French aniies 
Rainbow ice Cream (FS) or Peanut Cookies 
Pi Juice (S) Cream of Tomato Soup Fruit Punch 
or Fresh Plums (F) Baked Ham with Fruit : Sauce or Beef Loaf with Mushroom Gravy (FS) Salmon Mold with Cucumber Cream Dressing (F) ‘ 
its Sweet Potato Souffle (FS) or Braised Beef Tips (S) 
or es Wheat Creamed Celery or Buttered Carrot Rings (FS) Scalloped Potatoes (S , 
Cerea Head Lettuce—Russian Dressing or Peach-Gingerale Salad Broiled Tomato (FS) or Baby Limas (F) 
Soft Cooked Egg— ice Melon Wedge (F) or Frosted Cupcake (S) Orange Waldorf Salad or Cottage Cheese Salad 
Crisp Bacon White Thompson Grapes or Chocolate Chip Pudding (FS) 
Bran Muffins— 
Orange Marmalade 
Cantaloupe Wedge (F) Lime-Apricot Cooler Corn Chowder (F) 
or Grapefruit Broiled chicken CFS ( mS or Veal Birds with Celery Stuffing Cold Cuts, Cheese Slices, Potato Salad or Hamburger Steak (FS) 
Juice (S) Whipped Potatoes Baked Noodles (FS) 
ina Turnip Greens rs) or ) vellow Squash Green Beans (FS)—Mustard Sauce (F) or Cabbage Wedge 
or Ready-to-Eat Sliced Tomato-Cucumber Salad or Molded Seafoam Salad Tossed Greens Salad—French Dressing or Pineapple-Strawberry Salad 
+: a Orange-Raisin Cake or Coffee Ice > Cream (FS) Fresh Sliced Peaches with Cream (F) or Whipped Fruited Gelatin (S) 
Crisp Bacon 
Raisin Toast— 
Apple Butter 
Chilled Vegetable Juice Seafood Gumbo Hawaiian Punch 
or Sliced Banana Baked Red Snapper Sh gre se Sauce (F) Macaroni and Cheese (FS) or Beef Turnovers with Brown Gravy 
Oatmeal with Raisins or Chicken Salad with Sliced Tomatoes, Deviled Egg and Relishes O’Brien Potatoes 
or Shredded Wheat French Fried Potatoes (F) or Kuchen Buttered A nes S) or a pay! Eggplant and Tomatoes (F) 
real Buttered Broccoli (F) or Carrots with Lemon Butter (S) Marinated n Salad or Apricot Salad—Fruit Dressing 
Coddied Endive Salad—Oil and vy A Dressing or Pickled Cottage Pudding (S) or Fresh “hed Cherries (F) 
Sausage ratties Strawberry Shortcake with Whipped Cream (F) 
+ Muffins— or Baked Custard with Caramel Sauce (S) 
Peach Marmalade 
Chilled Applesauce Tangerine Juice Creme Vichyssoise 
or Tomato Juice with Country Style Steak (F) or Broiled Beef Liver and Bacon Curls (S) Swedish Meat Balls (S) 
Lemon Wedge Duchess Petatoes (S) or Chef's Salad Bow! with Ham and Cheese Wedges (F) 
Rice Farina Creole Limas (F) or lenin with Hard- vows E ao Corn Souffle (F) 
or Ready-to-Eat Vitamin Salad—1000 Island rune Green Peas (S) Southern Okra 
Wheat Cereal Cherry Tart (F) or Fruit Cocktail Sint to oy (S) acamole Sa Salad 
é —— Eggs— Lemon Chiffon Cake (S) or Heavenly Hash (F) 
ri 
Coffee Cake— 
Pear Preserves 
Concord Grapes (F) Jellied Consomme 
. @r Orange Juice (S) Fried bichon F Broiled Club Steak (FS) Veal Cutlets with Cream Gravy (FS) 
rits Rice with Cream Gravy (FS) or Melon Fruit Plate with th Cottage Chees 
or Ready -to-Eat French-Cut Green Beans (FS) or Buttered Turnips Stuffed Baked Potato (FS) or Blueberry 
Malt Flake Cereal Sliced Tomato and Green By hg Rings or Frozen Cranberry Salad Brussels Sprouts or Baked Squash (FS) 
5 Scrambled with Key Lime Pie (F) or Bartlett Pear Halves in Syrup (S) Eee Souffle Salad er Spiced Crab Apple Salad 
eese Fudge Sundae (S) or Oatmeal- ut Bars (F) 
Dutch Coffee Cake 
(F}—Full Diet (S)}—Soft Diet (FS}—Full ond Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
tem, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
BEEF FRESH FRUITS Potatoes, White Bag No. 1 300 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 55 Ibs. Apples Jonathan, 113s 1 box Radishes nch oor 
Liver Steer, slic 5 ibs. 20 | Avocado Ripe 4 only Romaine 35 tbe. 
© | Round (Bottom) U. S. Standard 27 Ibs. Bananas Ripe 20 Ibs. ee ee ona ibs.) 
Steaks, Club U. S. Choice, Cantaloupe Crate, 45s 1 crate Tomatoes (5x6) 
4 oz. each ibs. 80 | Cherries, Bing 15 Ib. box 1 box Turnips, White peveee 
Steak, Swiss U. S. Good, 4 oz. each 25 Ibs. 100 | Grapefruit Seediess, 70s 1 box Watercress 
“== | Tenderloin Tip Ibs. 20 | Grapes Concord, basket 2 baskets 
$ Grapes Seedless 5 ibs. FROZEN FRUITS 
= PORK Lemons 2 doz. Blueberries 8 Ib. can, 5-1 su sugar 24 Ibs. 
S| Bacon (Sliced) 24-26-1 Ib. 18 Ibs. Limes 1 doz. Cherries 5-1 sugar, pitt 
| Chops, Loin Grade A, 4 oz. each 20 Ibs. 80 | Melon, Honeydew Crate, 9s 1 crate 8 Ib. 4 Ibs. 
Ham, Ground 3 Ibs. Oranges 176s 1 box Grapefruit Sections —_ Fresh, chilled, gallon 1 gal. 
Ham (Pullman) Ready -to-eat Ibs. Peaches Basket 20s 5 baskets Orange Juice n., 32 02. can 6 cans 
Sausage (Bulk) Lean 10 Ibs. Pears 3-1 Ib. 7 Ibs. Peaches liced, 8 Ib. can, 
usage Links 12-1 Ib. 10 Ibs. Plums, Red Basket (4x5) 2 baskets 5-1 sugar 8 Ibs. 
s Strawberries Quarts 3 qts. Strawberries Sliced, 8 Ib. can, 
VEAL 5-1 sugar 48 Ibs. 
Cutlets U. S. Good, 4 oz. each 15 Ibs. 60 FRESH VEGETABLES 
5 Leg (B.R.T.) U. S. Good 13 Ibs. 40 Cabbage g 50 Ibs. FROZEN VEGETABLES 
Carrots Topped, ba 60 Ibs. Asparagus Spears, 2% Ib. p 10 = 60 
3s FISH Celery Pascal, 30s. 1 doz. Beans, ee Cuts, 2% Ib. whe 10 Ibs. 60 
Shrimp 26-28 Ib. Ibs. 100 | Celery White 1 doz. Beans, Green Julienne, 24% tb. pkg. 27% Ibs. 165 
Red Snapper Fillets, 4 oz. each 20 Ibs Corn on the cob Bag, 2 bags Beans, Lima - l, pone 
Cucumbers 1 doz. Y% Ib. pkg 15 Ibs. 90 
POULTRY Eggplant Broccoli Stems buds 1% Whe. 45 
(Eviscerated)  GradeA, 5 Ib. a 38 Ibs. ndive 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 20 Ibs. bas pkg. 18 
Fryers (Eviscerated) Grade A, 2% Ib. "112 Ibs. Onions, Bu nch doz Ok 5 bs. 30 
arsiey eas p 
PREPARED MEATS Peppers, Green 5 only Spinach Si Ib. pkg. 15 tbs. 90 
Assorted Cold Cuts 3 Ibs. Potatoes, Sweet Hamper 50 Ibs. Turnip Greens om ib. 15 ibs. 90 
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2nd WEEK EAST SUMMER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


_—~prepared by Mrs. Rebecca L. Norfleet, chief dietitian, 


Orange Memorial Hospital, Orlando, Fla. 


MAY 
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breakfast noon night 
Sliced Banana Pineapple-Lime Juice Pink Lemonade 
or Apricot Nectar Roast Leg of Lamb with Mint Jelly (S) or Brunswick Stew Chicken — Pie (FS) er Salisbury Steak 
Farina Sweet Potato Croquettes (FS) Riced Pota 
or Cornflakes Buttered Wax Beans (FS) or Broiled Tomato Kale (FS) S + Buttered Carrots 
Soft Cooked Egg— Escarole Spring Salad with Roquefort Dressing Chef's Salad—Chiffonade Dressing or Grapefruit Gelatin Mold 
Crisp Bacon or Fresh Peach Salad—Blueberry Garnish Divinity Pudding (FS) er Applesauce 
Peanut Muffins (F) Gelatin Cubes with Soft Custard (S) 
or Green Apple Pie with Cheese Wedge (F) 
Tomato Juice Chilled Pear Nectar Grape Juice with Ginger 
or Prune Juice Roast Sirloin of Beef Au Jus (FS) or Deviled Pork Chop Shepherd's Pie (F) or ee rciled Beef Pattie with Bacon (S) 
Oats Cereal Franconia Potatoes (FS) Corn Fritters hg 
or Puffed Rice Cereal | Glazed oomner reen Peas with Mushrooms (FS) Buttered Beets (FS) or Broccoli Spears 
Sliced Cucumbers—Sour Cream Dressing or Pineapple-Grape Salad Head Lettuce Wedge—1000 Isiand Dressing 
Crisp Bacon Fresh Blackberries with Cream (F) er Southern Pound _ (S) or Cherry-Cantaloupe Salad—Sweet French Dressi 
Buttermilk Biscuit— Date Delight with Hard Sauce (F) or Rainbow Sherbet (S) 
Sliced Oranges (F) Blackberry Shrub Scotch Broth 
or Grape yh (S) Beef Loaf with Tomato Gravy (FS) Roast Leg of Veal (FS) or Fricasseed Chicken 
Ferine with — Nuggets or Canadian n with Raisin Sauce Au Gratin Potatoes (FS) 
or Bran Flake Cerea/ Hominy (FS) and or Buttered Spinach (FS) 
Scrambled Green Beans (FS) or ey ba Squash Sum lad Bowt—Cucumber Dressing or Stuffed Apricot Salad 
eakfast a Sticks and Olives or Bi er Moid— Mayonnaise jelly "Roll 3) or Fresh Plums 
— Vani ice Cream with Peach Sauce (FS) or Melon Boat 
= Fig Preserves 
Tomato Juice Fresh Fruit Cu Chicken-Gumbo 1 2 
or Stewed Rhubarb Swiss Steak Oe “ Chicken Livers with Bacon Strips (S) Barbecued Beef on Bun (F) or Creamed Chipped Beef on Rusk (S) 
Mashed Potatoes (FS) Twice-Baked Potato (S) 
or Ready-to-Eat Baby Limas or Julienne Carrots (FS) Succotash er Zucchini — ffs) 
Oat Cereal Combination Salad—Vinaigrette Dressin Salad in T ne-Cottage Cheese Salad 
led or Melon Bali Salad—Honey French Dressing Ba Apple (S) or Grapefruit Chiffon Pie (F) 
Crisp Bacon Fresh Kadota Figs with Cheese and Crackers =. Peppermint Sherbet (FS) 
Surprise Muffins— 
Grape Jelly 
Grapefruit Sections Vegetable Soup Spetins 
or Pear Nectar Hawaiian Ham F) or Tomato-Cheese Rarebit on Toast (S) Tuna Sa Bow! Date Muffins (F) or Porcupine Meat Balls (S) 
Malt Meal Cereal Baked Yam (FS Potato Puff (S) 
or Ready-to-Eat Buttered Asparagus (FS) or Turnip Greens Banana Fritters or Stewed Tomatoes (FS) 
Rice Cereal Cream Colesiaw Garden Salad—Tangy French Dressing or Moided Orange Salad 
. ed Egg— or Fresh Fruit Salad —_ ineapple, grapes, blackberries) Brownie (F) or Peach Maliows (S) 
Crisp Bacon Strawberry Meringue Tort 
Cinnamon Twists— or Snow Pudding with Custard Sauce (S) 
Plum Jam 
ries and Cream Sweet Apple Cider Beef- Barley Soup 
Pot Roast of Beef (FS) or Italian lage Bread Scalloped Ham and Potato Casserole or Broiled Veal Cutlet (FS) 
or Orange Juice (S) Corn on Cob (F) or Whipped Potatoes Baked Potato (FS) 
Rolled Oats Buttered Green Peas (S) or yom Coulfhower (F) Oni Red — with Sweet and Sour Sauce (F) 
or Ready-to-Eat Tomato Wedge Sala er Dressing or ng Pear Salad or Baked Yellow Squash (S) 
Sugar Coated Fresh Peaches with Whipped Crean Cream (F) Banana Slices around Apricot Halves 
Cereal or Prune Souffle with Foamy Sauce (S) or Tossed Green Salad—Chive Dressing 
Scrambled Egg with Honeydew Melon with Lime wey (F) 
Chi Beef or Marbie Cake with Chocolate Icing (S) 
Bran Muffins— 
Apple Jelly 
Spiced Fruit Cocktai Chilled Vegetable Juice with Cheese Straws 
or Blended Vegetable Roast Turkey with Giblet Gravy (FS) or Grilled Cube Steak Shrimp Remoulade (F) or Beef Pinwheels with Brown Gravy (S) 
uice Duchess Potatoes (FS) Potato Cake (S 
Whole Wheat Cereal! Fordhook Limas (F) or Beets with Lemon Butter (S) Green Beans ( 5) Pharm Braised Celer 
or High Protein — Endive Salad Bowl—Honey French Dressing Frozen nes Cheese Salad or Plate 
Cereal ettuce Hearts—Piquant French Dressing Bouquet of S erbets in Meringue ° Shell (FS) 
French Omelet— Bing Cherries in Syrup or Refrigerator Cheese Cake (FS) ~— Nectarines in Syrup 
Sausage Patties 
Banana-Nut Bread (F) 
(F)}—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal, 
Item, Specifications, Amounts & No. of Servings tem, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 
3 Squash, S 10 Ibs, 
Chipped Beef, Dried U.S. Good Ibs. Apples Jonathan, 113s 1 box Squash, Summer 
Oo ound Beef U. S. Good, 5 Ib. pkg. 45 Ibs. Bananas — Ripe 35 Ibs. _—— Zucchini ae 15 Ibs. 
in| Roast, Sirloin (B.R.T.) U. S. Choice 2 Ibs. Blackberries 15 qts. omatoes Repacked (5x6) — | jug (30 Ibs.) 
Round (Bottom) U. S. Standard 27 Ibs. Blueberries Quarts 2 ats. FROZEN FRUITS 
Steaks, Cubed U. S. Choice, Cantaloupe Crate, 45s crate 
teak, Swiss . , 402. Srapefrui x 
Stew U. S. Good Ibs. Grapes Seediess, 28 Ib. box % box ee ee — chilled, gallon .- 
Lemons doz. - Can 
LAMB imes 1% doz. 6 cans 
Leg (B.R.T.) U. S. Choice, yearling 27 Ibs 9s erate 16 ibs. 
Peaches Basket, 20s 10 baskets sugar Ibs. 
PORK Pineapple, Fresh 5 only trawberries ced, 8 Ib. can, 
5 Bacon, Canadien Ibs. Raspberries, Red Quarts 6 qts. 5-1 sugar ies. 
Bacon (Sli - 
Chops, Loin ade A, 4 oz. each 10 Ibs. 40 PRESH VEGETABLES PROZEN VEGETABLES 
Ham Ready -to-eat ibs. Ca Bag 50 Ibs. Spears, 2% ib. pkg. ibs. 90 
Sausage (Bulk Lean 10 Ibs. Cabbage, Red 20 Ibs. Beans, Fordhook 
Sausage Links 12-1! b 10 Ibs. Carrots Topped, bag 20 Ibs. Limas 2% Ib. pkg. 12% ibs. 75 
: Celery Pascal, 30s doz. Beans, Green Cuts, 24% Ib. pkg. 25 ibs. 150 
yes the cob Bag. 50s 2 2% ibs. 15 
Cutlets U. S. Good, 4 oz. each 15 ibs. 60 | on ‘ DRE. 
| Cucumbers doz. Beans, Wax Cuts, 2% Ib. pkg. 15 ibs. 90 
Leg (B.8.T.) U. 5. ibs. | Endive Curly doz. occoli Stems and buds % Ibs. 15 
Cauliflower Bude 24 15 Ibs. 90 
Lettuce ; cr 
Shrimp 26-28 Ib 10 Ibs. Onions, Dry Yellow, bag 50 Ibs. Kale 2% Ib. pkg. 10 Ibs. 60 
Onions, Green ach 1 doz. Okra 2% ibs. 15 
3 POULTRY Parsley nch 1 doz. Peas 2% Ib. pkg 17% Ibs. 105 
ex | Fowl (Eviscerated) Grade A, 5 ib. av. 75 Ibs. Parsnips 5 Ibs. Spinach Chop % ib. pkg. 10 lbs. 60 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Potatoes, Sweet a 100 ibs. 2% Ib. pkg. 2% ibs. 15 
Livers, Chicken 1 ib. pkg. 5 ibs. 20 | Potatoes, White Bag No. | 400 Ibs. Turnip Greens 2% Ib. pkg. 2% ibs. 15 
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3rd WEEK EAST SUMMER SELECTIVE CYCLE MENU —prepared by Mrs. Rebecca L. Norfleet, chief dietitian, 


"(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) Orange Memorial Hospital, Orlando, Fla. 
breakfast noon night 
Blueberries and Cream | Strawberry-Pineapple Fruit Cup (F) a Chilled Apple Ju 
or Tomato Juice Cheese Souffle (S) or Chicken Pilau (F) Grilled Ham Slice ¢ (F) or Baked Red Salmon with Lemon Butter Sauce (S) 
; Baked Potato with Sour Cream (S) Grits (FS)}—Red nog (F) 
: or Ready-to-Eat ’ | Minted Glazed Carrots (FS) or Brussels Sprouts Green Peas (FS) or Paprika Cauliflower 
7 Frosted Cereal Grapefruit-Avacado Salad—Lime-Honey Dressing ose | us Spears with Egg Slices or Fresh Fruit Salad on Endive (F) 
Scrambled Egg— or Tossed Greens Salad—1000 Island Dressing s in Cream (S) or Frosted Doughnut (F) 
Crisp Bacon Warm Peach Cobbler (F) or Frozen Orange Whip (S) 
Cheese Biscuit— 
Crab Apple Jelly 
n Dried Fruit Compote Chilled Grapefruit Sections French Onion Sou 
: or Pineapple Juice Roast Leg of Veal (S) or Club Sandwich with Tomato Wedges (F) Hot Sliced Chicken (FS)—Barbecue Sauce O. 
7 its Boston Baked Beans (F) or Au Gratin Potatoes (S) or Frozen Fruit Salad Platter with Potato Chips 
or Bran Flake Cereal Harvard Beets (FS) or Corn Fritters Whipped Potatoes (FS) 
with Raisins Moided Lime Salad with Cottage Cheese Buttered Spinach with Lemon —— (FS) or Baked Acorn Squash 
Poached Egg on Corned or Celery Hearts and Watermelon Pickle Cauliflower Colesiaw or Banana Split Salad—Creamy Dressing 
Beef Hash Myster 7S with Cream Cheese Frosting (F) Sliced Peaches in Syrup (S) er Chinese Chews (F) 
Corn Meal Muffins (FS)— ndarin Oranges in Syrup (S) 
$trawberry Jam (F) 
: Orange Juice Vegetable Garden Cocktai iced Mocha Drink 
q or Banana Roast Sirloin of Beef (FS) or French Fried Shrimp with Cocktail Sauce irish Stew (FS) or City Chicken 
: Oatmeal Paprika Potatoes (FS) Corn Pudding (F) 
. or Corn + Turnip Greens (FS) or Eggplant Souffle Buttered bea Wedge or a Tomatoes (FS) 
ry ; Soft Cooked a Celery-Cheese Pinwheels or Peach Half——Cherry Garnish Deviled Egg Salad or 24-Hour Salad 
' oman. Pa Lime Ice (S) or French Pastry (F) iced Watermelon or Apricot Charlotte Russe (FS) 
| 
} Kadota Figs Fresh Fruit Cup (F) Chicken and Tomato Bouillon 
or Grapefruit Juice Dixie Ham and Turkey Shortcake on Southern Cornbread (F) Broiled Rib-Eye aoe (FS) 
7 Whole-wheat Cereal or Broiled Beef Pattie (S) or Asparagus ee ee on wage with Cheese Sauce 
or Ready-to-Eat Candied Yams (S) Parsley Buttered 
Rice Cereal French-Style Green Beans (FS) or Buttered Summer Succotash Julienne Carrots (S) or res — seg Peas ee he 
- Scrambled Egg Perfection Salad or Sunny Pear Salad Cantaloupe Circle Salad or Ga Bow!—Spicy Cheese Dressing 
: Date-Nut Bread (F) Cherry Upside-down Cake (FS) or Pineapple Slices in Syrup ice Cream Cake Roll (FS) or Fresh Plums 
j or Toast—Jelly (S) 
- . Pineapple Tidbits (F) Garden Fruit Punch Turkey-Rice Soup 
oo : or Blended Citrus Broiled Haddock with Lemon Wedge (S) or Hamburger on Bun (F) Melon Salad with Cheese-Olive Sandwich (F) 
- Juice (S) Baked Idaho Potato (S) or Broiled Lamb Pattie with Bacon (S) 
Whole-wheat Cereal Creamed New Peas (S) or Cheesed Onions (F) Buttered Potato (S) 
Flakes Sliced Tomato Salad Baked Spinach Souffle (FS) or Sweet and Sour Red Cabbage 
7 or Grits or Nectarine Salad—Cream Salad Dressing Molded Hawaiian Salad or Cucumbers in Sour Cream 
: —- Delicious Apple or Graham Whip (FS) Fresh Red Raspberries with Cream (F) or Orange Pudding (S) 
| risp Bacon 
Honey-Oat Muffins : 
Tomato Juice (S) -Orange Appetiz Ay Corn Chowder 
Broiled Chicken Cubes ¢ or Sa teak (F) Spaghetti with Meat Balls (F) 
« Nectarines (F) Creamed Potato or Braised Beef Liver 
: Rice Farina Yellow Squash ov Be FS) French Bread (F) or Whipped Potatoes (S) 
- or Shredded Wheat Waldorf Salad or oa Salad with Pimiento Asparagus with Hollandaise Sauce (FS) 
Cereal Almond Torte Lemon Sherbet (S) or Vegetable-Stuffed Green Peppers 
Scrambled Egg with mene a Wedge Salad 
7 Hot Biscuits (FS)— Pa An Pecan Pie (F) or Whole Peeled Apricots in Syrup (S) 
Blackberry Jam (F) 5 
Fy Casaba Melon (F) ~ Limeade with Mint 0 Velvet Cheese Soup 
4 or Orange Juice (S) Baked Ham with Honey e (F) or Creamed Chicken on Toast Points(S) | Roast Leg of bony with Mint Sauce (S 
"4 ~| Oatmeal Duchess Potatoes (FS) or Bacon, Lettuce and Tomato Sandwich (F) 
re or Corn Flakes Buttered Broccoli (F) or Buttered Diced Beets (S) : Cottage Fried Potatoes (F) or were Potatoes (S) 
7 French Toast— Molded Vegetable Salad or Pineapple-Grated Cheese Salad Green Beans (FS) or Broiled Peach Half , 
x 5 Hot Maple Syrup Strawberry Chiffon Pie (F) or Grape ice (S) Cantaloupe-Bing Cherry Salad or Lettuce Hearts—1000 Isiand Dressing ’ 
Crisp Bacon Apricot Turnovers (F) er Chocolate Souffle (S) , 
7 (F)}—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. ; 
| 
| Item, Specifications, Amounts & No. of Servings Se Amounts & No. of Servings item, Specifications, Amounts & No. of Servings | 
{ 
BEEF FRESH FRUITS Squash, Acorn 7 Ibs. 
Brisket, Corned U. S. Good 10 Ibs. Apples Jonathan, 113s 1 box quash, summer 
Ground Beef S. Good, 5 Ib. pkg. 45 Ibs. Avocado Ripe Sonly Tomatoes 
© | Live eer, sliced 5 ibs. 20 | Bananas Ripe 55 Ibs. Watercress Bunch doz. 
eaks, Rib Eye oice, antaloupe rate, crate 
“ S 4 oz. each 15 ibs. 60 | Cherries, Bing 15 Ib. box Y% box FROZEN FRUITS 
. =— | Steak, Swiss U. S. Good, 4 oz. each 25 Ibs. 100 | Grapefruit Seediess, 70s 1 box Apricots Halves, 8 Ib. can, ‘ 
UE $ Stew U. S. Good 15 Ibs. 60 | Lemons 1 doz. 5-1 sugar 16 Ibs. : 
2s ° Melon, Casaba ty 6s 1 crate Cherries Pitted, 8 Ib. can, 
1765 1 bes Grapefruit Sections Fresh, chilled gallon gal 
Ground, Shoulder U. S. Good 5 ibs. 20 | Yranges x rapetru ns FESR, 
1 , Piums, Red Basket (4 x 5) 1 basket Melon Balls 8 Ib. can 16 
Raspberries, Red Quart 6 gts. Orange Juice Con., 32 oz. can 6 cans 
PORK Watermelon 20 Ibs. Peaches —. 8 Ib. can, asthe : 
sugar 
Bacon (Sliced) 24-26-1 Ib. 18 Ibs. ; 
S | tam (Pullman) —_—Ready-to-ea 77 Ibs. FRESH VEGETABLES 
5 Sausage (Bulk Lean 10 Ibs. Cabbage Bag 50 Ibs. 
Cabbage, Red 5 Ibs. , 
5 VEAL Carrots Topped, bag 50 Ibs. FROZEN VEGETABLES 
Leg (B.R.T.) U. S. Good 7 ibs. 20 | Celery Pascal, 30s 1 doz. Asparagus Spears, + Ib. pkg. 12% Ibs. 75 : 
Celery White doz. Beans, Green Cuts, 2% Ib. pkg. lbs. 60 
addoc ; : ggplan only roccoli ems an $s 
— 5 ibs. 20 | Endive Curl 1 doz. 2% Ib. pkg. 12% Ibs. 75 
Salmon Red, steaks. Lettuce Head, 48s 1 crate a Sprouts 2% Ib. pk. 2% ibs. 15 
3 5 oz. each 7 Ibs. 20 Dry bag flower ore pkg. 
nions, Green unc oz. ale . pkg. 
Parsley Bunch . pido Peas 15 Ibs. 90) | 
° eppers, Green oz. eas, Black-ey pkg. 
= POULTRY Potatoes, Sweet Ham 50 Ibs. Spinach Chopped, 234 Ib. pkg. 20 Ibs. 1 | 
©? | Fowl (Eviscerated) Grade A, 5 Ib. a 265 Ibs. Potatoes, White Bag No. | 400 Ibs. Succotash . pkg. 2% | 15 
Turkeys (Eviscerated) Grade A, 20- 24 ib. av. 15 Ibs. Radishes Bunch 1 doz. Turnip Greens 2% Ib. pkg. 15 tbs. 90 
Fryers (Eviscerated) Grade A,2% lib. av. 24 Ibs. Romaine 1 doz. Vegetables, Mixed 2% Ib. 2% ibs. 15 
. THIS PAGE HAS BEEN PERFORATED FOR EASY REMOVAL : 
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for both hot and cold food service 


hinet 


MAY |, 1960, VOL. 34 


Here’s the year’s 
most revolutionary 
, development in 
paper food service. 


Now, for the first 
time, strong, inex- 
pensive, sterilized 
paper bowls. 


MOLDED 
PAPER 


Ideal for serving 
everything from 
hot soups to frozen 
desserts! 


Finest quality... 
individual portion 
size... quiet, 
easy to handle. 


Bowls 


For Chinet bowl information and samples write: 


KEYES FIBRE CO., Dept. H-5, 
Waterville, Maine 


State 
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CYANAMID 


Contributing to Medical Education 
Through the World's Largest Surgical Film Library 


SURGICAL 
PRODUCTS 
NEWS 


SAFER SUTURE DISPENSING 


NOW WIDELY USED 


Standardization on Davis & Geck Individual Plastic Strip Packs Combines 
Greater Safety With Simplification of Handling, Shipping and Storage Problems 


Old style bulk storage in jars and solu- 
tions poses constant threat of cross 
contamination with “staph.” or other 
organisms, particularly the hepatitis 
virus whose susceptibility to any cold 
germicidal solution is unknown. One 
contaminated suture tube returned to 
a common storage container may con- 
taminate all the rest. In addition, jars 
are heavy, hard. to open, difficult to 
store, prone to costly breakage. 


New Davis & Geck Surgilope SP® ster- 
ile suture strip packs protect each su- 
ture individually in sealed plastic dou- 
ble envelopes, completely eliminating 
the cross-infection hazard of common 
storage in jars and solutions. Compact, 
lightweight 3-dozen cartons replace 
clumsy, fragile jars...handling is 
faster and easier, breakage is eliminated 
and shipping costs are sharply reduced. 


Slippery, hard-to-break suture tubes are 
awkward to handle and a time-consum- 
ing nuisance to open. Razor-sharp 
edges of broken tubes frequently nick 
sutures and adhering glass splinters 
may actually invade the operating field. 
Unused tubes must be washed, sorted 
and returned to jars. 


Delivery of sutures, particularly surgi- 


cal gut, on tightly wound reels tends to 
kink and weaken sutures . . . excessive 
handling is required for unreeling and 
straightening. 


With Surgilope SP packaging, the cir- 
culating nurse simply strips open the 
outer envelope to dispense the sterile, 
sealed inner envelope containing the 
suture. Three simple, speedy dispens- 
ing technics fit any operating room situ- 
ation. Extra sutures are quickly opened 
as needed, reducing waste and time- 
consuming resterilization. 


New Davis & Geck loose-coil winding 
delivers a supple, kink-free suture, 
ready for instant use. 


INVITES COMPARISON 

NEW, SHARPER DISPOSABLE 
NEEDLE PROVIDES ADDED 
SAFETY IN ALL-PLASTIC, 
WET-PROOF PACK 


The point of the Vim® Sterile Disposa- 
ble Needle is the result of extensive 
research in point design. Penetration 
tests prove that its 12° top bevel and 
longer side pointing provide easier tis- 
sue entry than the usual more rounded 
point design. Equally important, this 
extra sharpness has been achieved with- 
out beveling into the lumen, ensuring a 
stronger point. Unlike weaker lancet- 
type points, the Vim point will not “fish 
hook” in penetrating the vial stopper 
before ever reaching the patient. 


The transparent Vim all-plastic wet- 
proof. pack is a truly closed aseptic 
system, assuring maximum protection 
against cross-infection. There is no 
spot-sealed cap to “breathe in” airborne 
contaminants when subjected to chang- 
ing temperatures ...no paper backing 
easily penetrated by moisture. 

The unique Vim plastic hub is square 
for easier handling, and fused — not 
glued — to the stainless steel cannula. 
The needles are ultrasonically cleaned 
(leave no tattoo marks), and fit any 
standard Luer syringe. 

The Vim Disposable Needle is ap- 
proved for purchase under the rigid 
new United States Armed Forces and 
Veterans Administration specifications 
for sharpness and package safety. Test 
it yourself against any other disposable 
in the field, before placing your next 
order. 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
NEW YORK, N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 
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EVERAL FAMILIAR hospital phar- 

macy issues continue unre- 
solved.* Pressure building up in 
various quarters makes it impera- 
tive to resolve these. Complicating 
an already difficult situation are 
some relatively new issues, which 
also urgently require solution. Hos- 
pital administrators and pharma- 
cists need to be thoroughly ac- 
quainted with these matters if they 
are to discuss them intelligently 
with trustees, state officials and 
state legislators. 

The first issue is: May a nurse go 
into the pharmacy “after hours” 
for medications? An important 
factor bearing on the subject of 
who may do what in the pharmacy 
is the difference between “drug 
dispensing” and “drug administra- 
tion.” We must distinguish be- 
tween these two acts in connec- 
tion with drug usage in hospitals. 

1. Drug dispensing. By law, this 
is an act that only a pharmacist 


George F. Archambault, D.Sc., is editor, 
Law Column, American Journal of Hospi- 
tal Pharmacy oo has been a lecturer on 
the law of hosp aoe emannaeey at AHA law 


institutes ior years. 


*This r based on an address de- 
livered a e 1959 annual m of the 
American Hospital Association New 
York City. 


MAY |!, 1960, VOL. 34 


by GEORGE F. ARCHAMBAULT, D.Sc. 


The author discusses six leading 
hospital pharmacy issues, including 
after-hours pharmacy service, outpa- 
tient prescriptions and the use of non- 
professionals in the pharmacy. He 
suggests that hospital pharmacists 
should be thoroughly familiar with 
these issues to cooperate intelligently 
with state officials and legislators to 
solve them. 


can do legally. 

2. Drug administration. This is 
an act that only a nurse can per- 
form legally. Pharmacists, for ex- 
ample, must not carry a radioac- 
tive isotope medication (to lessen 
the number of handlers) to the 
patient’s bedside and administer 
the drug. This is a nursing func- 
tion, an act that pharmacists are 
not trained to do. Neither should 
nurses perform acts that involve 
drug evaluation, compounding, la- 
beling, storing and dispensing. 
These are matters that only a 
pharmacist has been trained and 
is licensed to perform. A simple 
rule of thumb to follow as to what 
acts a nurse may perform in a 
pharmacy is: she may perform only 
the same acts that she legally per- 
forms at her nursing station when 


she administers drugs to her pa- 
tients. The public health points at 
issue are patient safety and error 
control. 

The state of Washington has 
analyzed this situation well; its 
board of pharmacy endorses nurses 
operating in pharmacies during 
pharmacy off hours only under the 
same condition as they administer 
drugs from nursing station medi- 
cation centers.** 


Hospital administrators and 
pharmacists in some states need to 
know more about the state agency 
or agencies that have supervision of 
hospital pharmacies because there 
is an overlapping of state agency 
authority. In some states, the state 
department of public health has 
vested partial authority in the 
hospital licensing authorities and 
in others the authority rests with 
the Food and Drug Administration 
as well as the board of pharmacy. 
In one state, surprisingly, the au- 


**Neibel, Oliver J. Jr. Realistic standards 
for hospital services. Hosprrais, 
34:62 April 1, 1960. Reprints of the “Wash- 

State De ent of Health Hospi- 
dards” are available on 


Hospital Association 
840 North Lake Shore ‘Drive, Chicago, nl. 


— 
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thority is under the Motor Vehicle 
Safety Act as far as narcotics are 
concerned. 


The problem of outpatient pre- 
scriptions is coming more and 
more to the front. This is an 
economic problem, not a_ public 
health or patient safety matter. It 
is a problem especially to hospitals 
providing office space for physi- 
cians to see their private ambula- 
tory patients. Hospitals with at- 


_ tached medical buildings will also 


be faced with this problem. 

Some groups think that if hos- 
pitals house physicians and furnish 
certain services for which the con- 
sumer pays, they should be subject 
to real estate or other property 
taxation and to income tax on net 
income from these sources. This 
tax problem is in for real scrutiny 
in the years just ahead. Some office 
building owners and managers, 
radiologists and owners of private 
clinical laboratories, as well as 
community practitioners of phar- 
macy and possibly others, are 
claiming this is not a fair competi- 
tive situation because hospitals are 
tax-free institutions. This is an 
economic problem, however, and 
not one involving the professional 
practice of pharmacy or patient 
safety. 

THE FOURTH ISSUE 

Refilling prescriptions for “leg- 
end” drugs in hospital outpatient 
departments without the approval 
of the physician is in direct viola- 
tion of food and drug laws. If hos- 
pital pharmacists do this, they and 
their hospitals can expect only 
trouble and criticism. Prescriptions 
for “legend” drugs cannot be le- 
gally refilled in drug stores with- 
out the physician’s permission, nor 
can this be done in hospitals. There 
is no dual system of pharmacy 
standards in our states. 


The use of nonprofessionals in 
the pharmacy is the next problem. 
The Ohio state board of pharmacy 
recently blocked a proposed course 
for hospital pharmacy technicians, 
a course that was planned to aid 
some hospitals in handling a so- 
called shortage of pharmacists. 
This course was properly blocked 
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because it was designed to train 
people who were not licensed 
pharmacists to concern themselves 
with drug compounding and dis- 
pensing. 

Pharmacy helpers or ward at- 
tendants are also going into phar- 
macies, in some instances, to han- 
dle drugs which only pharmacists 
are trained and legally allowed to 
handle. If hospital authorities al- 
low these acts in defiance of law, 
what happens? Embarrassment to 
the hospital, and possibly criminal 
and civil actions may follow. One 
judge at an inquest hearing called 
such acts “criminal negligence.” 


The last issue to be discussed 
is the formulary system and the 
so-called substitution, duplication 
and cross-licensing problem. Es- 
sentially, the formulary system is 
a selection from available pharma- 
cological agents by physicians in 
a hospital of those which are best 
known and understood by them. 
The Pharmacy and Therapeutics 
Committee evaluates and selects 
drugs. It is usually made up of 
members of the medical staff, 
elected by the staff itself. What- 
ever decisions the committee makes 
are approved and ratified by the 
total medical staff. Then, and only 
then, the hospital administers the 
program. 

The formulary system is not re- 
strictive and involves no dual 
standard of practice for pharma- 
cists. It is not new as some think, 
for it existed before the first United 
States Pharmacopoeia appeared in 
1820. Today, the formulary sys- 
tem is being-attacked as unfair, as 
encroaching upon the physician’s 
right to practice. The attack is 
made mainly by those seeking to 
force the use of trade names in 
hospital practice, not by medical 
or nursing people or pharmacy 
practitioners. 

At this point let me sound two 
warnings: (1) a hospital adminis- 
trator and a hospital pharmacist 
who connive to issue a so-called 
“hospital formulary” or a “drug 
list” without medical staff ap- 
proval have no formulary system 
—they are “out of order.” A for- 
mulary system must be developed 
by or under the direction of the 
medical staff, not by the adminis- 
trator and pharmacy employees of 


the hospital and (2) those who 
allow labels on nursing station 
medication containers to carry a 
generic, nonproprietary or “offi- 
cial’ name and in brackets a trade 
name are guilty of misconduct, if 
that package does not contain the 
particular trade name item. 

The hospital administrator 
should firmly insist that his hospi- 
tal staff initiate and approve a 
formulary system prepared by a 
committee of that staff, and the 
hospital also should obtain blanket 
authorizations from its staff physi- 
cians to follow the formulary 
system. This insures practicing 
hospital pharmacy legally and 
ethically. As an example of such 
authorization, the New York Hos- 
pital in its 1959 medical staff by- 
laws, rules and regulations states: 
“A hospital pharmacy may dis- 
pense equivalent drugs for those 
ordered under trade or proprietary 
names in the treatment of service 
inpatients and clinic outpatients.” 
These bylaws were approved by 
the medical staff of the hospital. 
Further, a ruling from an attorney 
general of one state is to the effect 
that the formulary service is legal 
and proper. 


What have some hospitals re- 
cently done that they might not 
be accused of “substitution”? 

1. One well known, highly re- 
spected hospital has its staff mem- 
bers sign the following agreement: 
“TI understand that the hospital has 
been dispensing drugs according 
to generic or official names and 
that unless I specifically indicate, 
I authorize the pharmacy to supply 
in filling any of my prescriptions 
or drug orders, the drug under the 
generic or official name which is 
identical with the brand name I 
may write. This authorization is 
valid until revoked in writing.” 

2. A prescription blank used by 
another hospital, one with a 
splendid international reputation, 
has the following statement printed 
on the lower right hand side where 
the physician signs his name: 
“Authorization is hereby given for 
the dispensing by generic names 
unless checked here.” 

Some elements of the drug in- 
dustry are concerned about this 
matter; others are not. The latter 

(Continued on page 109) 
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engineering and maintenance 


of the external 
hospital area 


Good grounds maintenance improves 
the general appearance of the hospi- 
tal, according to the author, thus 
contributing to the patient’s mental 
and emotional well-being. Observing 
that most hospitals do not have a full- 
time grounds maintenance person, the 
author supplies some, guidelines to 
assist the maintenance department in 
the proper care of the external hospi- 
tal area. 


OOD GROUNDS maintenance is 
necessary to preserve the 
beauty and utility of the total 
hospital area. Too often, because 
of the rush and expense involved 
inghospital operation, the hospital 
grounds area is forgotten. 

If, on approaching a hospital, 
one sees grounds bare of grass or 
in need of mowing, trées and shrub 
that are sickly looking or dead, 
he is depressed before he enters 


Vance L. Cecil Jr. is chief engineer, Uni- 


versity of Arkansas Medical Center, Little 
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Maintenance 


by VANCE L. CECIL JR. 


WHETHER a hospital is located 
in @ spacious urban area or in 
a congested metropolitan center, 
careful selection and planting 
of trees and shrubs and con- 
scientious grounds care will 
beautify the external hospital 
area and improve patient, staff 
and visitor morale. 
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the building regardless of how 
beautiful it may be. The modern 
concept of the hospital is to make 
the building, both interior and ex- 
terior, as cheerful as possible, thus 
ensuring that the patient’s stay 
will be pleasant, in terms of his 
surroundings. If a hospital is will- 
ing to go to this expense on the 
building and its furnishings, then 
why not on the surrounding area 
where it is relatively inexpensive 
to do so? 

Several vocations would have to 
be mastered before a hospital en- 
gineer could become an expert on 
grounds maintenance. Since only a 
few hospitals need a full-time 
grounds maintenance person on 
the payroll, or could afford one, 
those charged with the mainte- 
nance program of the hospital must 
search for guiding rules in order 
to do an efficient job with what 
they have. 

THREE MAIN CATEGORIES 


Hospital grounds maintenance 
logically breaks down into three 
categories: (1) lawns, (2) trees 
and shrubs and (3) walks and 
drives. Following are a few simple 
guidelines for each of these cate- 
gories. 

CARING FOR LAWNS 


To achieve a good turf, the 
ground must be properly prepared. 
Good lawns will never be achieved 
by merely scattering seed. The soil 
should be analyzed to determine 
its condition and to plan for adding 
the necessary plant food. The local 
county agent or the agriculture 
department of your state univer- 
sity will make this analysis, usu- 
ally without cost. They will also 
recommend the required quantity 
and type of plant food. 

The basic materials usually re- 
quired for good growth are nitro- 
gen, phosphate and potash. These 
are available in powdered form 
premixed in various percentages, 
or individually in various forms, 
and can easily be applied by using 
a small spreader. Care must be 
exercised not to burn the grass by 
applying too much. Small applica- 
tions at intervals are better than 
one large dose that burns the grass. 
Plant food is also available in 
soluble form, which may be used 
in small areas where dry mixture 
dust is not wanted. 
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Before planting, the soil should 
be loosened and solid objects re- 
moved. If the ground tends to be 
muddy, the possibility of installing 
drains for the affected sections 
should be checked. 

SPECIES OF GRASS 


When the soil is ready for plant- 
ing, a decision about what grass 
to plant must be made. Better 
success will be obtained if only 
one species is planted because mix- 
tures usually do not provide a good 
turf. A grass should be planted 
that is adaptable to the region in 
which the hospital is situated. 
There are several varieties of 
grasses that are outstanding and 
well-proven. Among these would 
be the various strains of Bermuda, 
Blue Grass, Centipede, Zoysia and 
St. Augustine. Many other strains, 
of course, will do well in different 
localities. 

The engineer should plant grass 
seed or do the springing during 
recommended periods, remember- 
ing that late spring or early sum- 
mer seedings will usually run into 
trouble, with the arrival of the 
dry summer weather. 

Grass may be sowed satisfac- 
torily by hand or by machine. In 
either case, it is better to make 
two passes with the seed (one at 
right angles to the other) than it 
is to sow all the seed at one pass. 
Lightly rake the ground after sow- 
ing and cover with a good mulch 
(straw is fine), which should be 
allowed to rot in place. New seed- 
ings should be watered daily until 
the grass is established. 

If difficulty is encountered in 
obtaining good stands of grass in 
shady areas, consideration should 
be given to the use of a good ground 
cover such as Baltic Ivy, Common 
Periwinkle, Winter Creeper or 
Japanese Spurge. These will nor- 
mally flourish well in shady areas 
and will require little maintenance. 


RULES TO FOLLOW 


Once a good stand of grass has 
been achieved, good maintenance 
practice should be observed. This 
includes the following points: 

1. Water should be supplied as 
required during the summer 
months. It is advisable to water in 
late afternoon or at night in order 
to avoid excessive evaporation. 
Soil should be moistened to a depth 
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of approximately three inches once 
or twice a week rather than given 
superficial and scattered waterings 
every day. : 

2. Closely watch the height of 
clipping during the mowing season, 
because close clipping is one of 
the major causes of unsuccessful 
lawns. A minimum height would 
be oné and one-half inches, with 


- two inches better, in order to pro- 


vide a sufficient quantity of leaf 
for furnishing plant food to the 
root system. 

3. Aerification is also important 
to good lawn growth. The soil will 
tend to become packed due to 
weather, watering, traffic and mow- 
ing. It must be loosened to permit 
air and plant food to reach the 
root system. 

4. Lawns should receive some 
top dressing each year in order to 
remain level and provide loose soil 
for spreading of the grass. 

5. Weed control is very impor- 
tant to good lawns. There are many 
types of commercial weed killers 
on the market that will do a good 
job without damaging the grass. 
Once weeds are under control, fol- 
lowing good lawn management will 
be an effective method of prevent- 
ing weed growth. 


TREE AND SHRUB CARE 


As in the planning of good lawns, 
care must be used in the selection 
of trees for either new or replace- 
ment planting. Trees should be 
selected that are adaptable to the 
climate involved. Careful thought 
should also be given to total growth 
in relation to other facilities. What 


- looks good at the time of planting 


may be entirely out of place and 
balance after 10 years of growth 
and it may be expensive or im- 
possible to remove. Thought should 
be given to whether a fast growing 
species is wanted for immediate 
effect or a slower growing species 
for permanent effect. A compro- 
mise, using both types, may work 
out, so that the faster growing 
varieties may be removed after 
the others are established. It will 
be wise to mix deciduous and ever- 
greens to maintain some color all 
year. 

If planting near a building, care 
should be taken to select trees 
that will develop a safe, deep root 
system and undivided trunks. Oaks 


are a good example of this type. 
Shrubs should be selected with 

the same care as trees. The use for 

which they are intended, their fu- 


ture size and shape, suitability to 


local climate condition and their 
year-round appearance should be 
considered. Care should always be 
exercised in foundation plantings 
to provide an air space between 
shrubs and buildings. 


WRITING PLANT ‘SPECS’ 


If it is necessary to write speci- 
fications covering trees and shrubs, 
the standards of the American As- 
sociation of Nurserymen should be 
referred to. Reputable nurseries 
adhere to these standards, and us- 
ing the standards will enable the 
engineer to obtain quotations from 
several sources. In both trees and 
shrubs, there are established re- 
lationships between the height and 
the spread of the plant. In trees, 
the governing figure is the height; 
in shrubs, the spread governs. 
Trees also have a trunk diameter 
measurement which is referred to 
as caliper. This is measured 6 
inches above ground; if the diam- 
eter exceeds 4 inches, it is meas- 
ured at a height of 12 inches above 
the ground. 

In planting either trees or shrubs, 
preparations should be made be- 
fore the plants arrive, so that they 
will be out of the ground the short- 
est possible time. In transplanting, 
don’t try to dig up all the roots. 
Healthy plants will soon replace 
those lost in moving, but the leaf 
growth should be trimmed to bal- 
ance the loss of root growth. Al- 
ways stake or guy all but the 
smallest plants. 

Once the plants are established, 
regular pruning practices should 
be put into effect. This is necessary 
to admit sunlight and air to the 
trunk or stem of the plant. Always 
prune according to the natural 
habit of the individual plant and 
never try to make them all look 
alike. Plants require fertilization 
the same as grasses. It is best to 
apply fertilizer in late fall or early 
spring, thus taking advantage of 
the complete growing season. Avoid 
placing the plant food directly on 
the root system. A good rule is to 
apply food in a circle around the 
plant slightly larger in diameter 
than the spread of the plant. 


Planning and maintaining walks 
and drives around the hospital is 
often as much a problem as plant- 
ing and maintaining plants. In 
planning walks, thought should be 
given to location. They should be 
reasonably wide and run in an 
approximately direct path between 
major hospital areas. Concrete is 
commonly used for walks, but in 
some sections of the country, as- 
phalt is widely used. For drives 


‘or parking areas, both concrete 


and asphalt are frequently used. 
Some type of surface material other 
than gravel is preferred, because 
of pedestrian traffic in bad weather 
and the dust problem that gravel 
presents. 

Regardless of the type of surfac- 
ing used, it should be regularly 
inspected and repaired. Cracks 
should be filled with a sealing com- 
pound to keep out water and pre- 
vent further damage. If repairs 
are not made, there is the possibil- 
ity of someone falling and injur- 
ing himself, with a court action 
resulting. Lighting for walks and 
parking areas that are in use after 
dark should be provided as a fur- 
ther protection for personnel and 
visitors. 


SUMMARY 


In setting up a program for 
grounds care, it must first be de- 
cided who will perform the work. 
It can either be all contracted, all 
performed by the regular mainte- 
nance staff or it can be divided 
between the two. Trimming of 
large trees and undertaking a large 
landscaping project are perhaps 
better contracted for, but once the 
program is in effect, it is usually 
considerably cheaper for the hos- 
pital maintenance staff to perform 
this work than to hire outside 
help. After the routine has been 
established, supervision will not be 
burdensome for the already busy 
engineer. The pleasing appearance 
of the grounds will certainly add 
to public pride in the hospital. If 
the hospital and grounds present a 
pleasing view to passers-by, and if 
the housekeeping department is 
aided by having less dust and dirt 
from the grounds entering the 
hospital, the grounds maintenance 
program of the engineering de- 
partment will have made a double 
contribution. . 
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CHRONIC ILLNESS IN A RURAL AREA; 
THE HUNTERDON Stupy. (Volume 3 
in the series, CHRONIC IILNESS IN 
THE UNITED STATES) Commission 
on Chronic Illness. Cambridge, 
Published for the Commonwealth 
Fund by Harvard University Press, 
1959. 440 pp. $7.50. 

This detailed report of a chronic 
disease survey undertaken in rural 
Hunterdon County has as its ob- 
jectives: 

1. Development and evaluation 
of techniques for morbidity 
surveys. 

2. Determination of the preva- 
lence of chronic disease, ill- 
ness or disability. 

3. Determination of the needs 
for care. 

The report has major implica- 
tions for hospital administrators 
and for all workers in the field of 
medical care. The most important 
implications are: 

a. In regard to methodology, con- 
siderable discrepancy was evident 
between the findings of a well de- 
signed family interview and a sub- 
sequent clinical evaluation in 
determining the prevalence of 
chronic diseases or disability. This 
discrepancy included both the re- 
porting of conditions in the family 
interview which were not subse- 
quently validated and failure to 
report conditions subsequently 
diagnosed. 

These findings, which cast con- 
siderable doubt on the value of 
family interviews as a tool for 
morbidity surveys, must as empha- 
sized by the authors, be interpreted 
with caution. A considerable time 
lapse (13 to 25 months) occurred 
between the two procedures, and 
each measured to some extent 
different phenomena. The clinical 
examination measured disease or 
disability as defined by profes- 
sional health workers; the family 
interview measured illness as per- 
ceived by the individual or indi- 
vidual’s relative. Each measure- 
ment has its own, but different, 
use. 
b. While in the opinion of the 
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examining physicians, only 6 per 
cent of the conditions reported 
could have been prevented from 
occurring (a sobering reflection 
on the present state of medical 
knowledge), at least 40 per cent 
could have been prevented from 
progressing to their present stage. 
This, coupled with the fact that in 
60 per cent of the conditions the 
previous care received was judged 
to have been unsatisfactory in 
quantity and/or quality, has im- 
portant implications concerning 
the manner in which current 
knowledge is being applied. 

c. Perhaps of particular interest 
to hospital administrators was the 
fact that while 82 per cent of the 
evaluees had conditions for which 
medical supervision for the next 
12 months was recommended, only 
approximately 13 per cent of those 
with medically disabling conditions 
required care in any form of hos- 
pital or institution. 

This study is an important con- 
tribution to our knowledge in the 
field of chronic disease-—JOHN 
CASSEL, M.D., professor of epi- 
demiology, School of Public Health, 
University of North Carolina, 
Chapel Hill. 


Overseas health care costs 


THe Cost oF MEDICAL Care. Inter- 
national Labour Office. Geneva, 
The Office, 1959. 216 pp. $1.50. 


It is of great interest to learn 
that concern with increasing 
expenditures for personal health 
services is not limited to the 
United States, but is regarded as 
a general problem in many other 
countries. This problem stimulated 
the International Labour Office to 
undertake a study of expenditures 
to determine trends within a num- 
ber of countries and show com- 
parisons among them. The coun- 
tries studied are Great Britain, 
(England and Wales), France, 
Canada, Belgium, Federal Repub- 
lic of Germany, Italy, Netherlands, 
Norway, Denmark, New Zealand, 


also: 
Overseas health care costs 


Switzerland, Mexico, Venezuela, 
and the United States. 

This type of inquiry is extremely 
difficult because of the lack of 
comparability in programs and 
data. The ILO has for general pur- 
poses overcome this by expressing 
expenditures per person as a per- 
centage of income per head, an- 
nual wage, and national income 
per economically active person. 
The last figure permits interna- 
tional comparisons and makes un- 
necessary the use of national cur- 
rencies. Wherever possible, both 
private and public expenditures 
were estimated. 

The expenditures for personal 
health services of all types from 
all sources, as a percentage of na- 
tional income, were estimated at 
4.06 per cent for Belgium; Canada, 
4.41; Denmark, 3.67; France, 4.43; 
Netherlands, 3.76; New Zealand, 
4.56; Norway, 4.48; England and 
Wales, 4.05; and United States, 
4.48. 

The narrow range of percentage 
is of great interest because the 
countries surveyed have many dif- 
ferent methods of paying for serv- 
ices (the extremes being England 
and Wales, and the United States). 

The report ends with the obser- 
vation that when medical care is 
obtained mainly through govern- 
ment sponsored programs it is not 
any more expensive as measured 
by national income than in a 
country such as the United States, 
where most of the care is obtained 
outside of government. Finally, 
expenditures for personal health 
services showed no unusual 
changes in the last 10 years in 
relation to national income except 
for hospital care, indicating that a 
rising hospital cost is a general 
phenomenon. 

Although this report is difficult 
to read, it is recommended to all 
serious students of medical care.— 
Opin W. ANDERSON, PH.D., research 
director, Health Information Foun- 
dation. 
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fersonnel changes 


@ Raymond A. Baldwin has been ap- 
pointed administrator of Beaver 
Valley General Hospital, New 
Brighton, Pa., succeeding Theodore 
F. Kaap Jr., who resigned to accept 
a position with the Hospital Coun- 
cil of Western Pennsylvania. For 
the past 11 years Mr. Baldwin had 
been administrator of Beebe Hos- 
pital, Lewes, Del. He is a graduate 
of a course in business administra- 
tion, Wharton School, University 
of Pennsylvania, Philadelphia. 


@ Lawrence G. Behan, M.D., has been 
appointed superintendent of Yank- 
ton (S.D.) State Hospital. He was 
formerly director of professional 
services at Gulfport (Miss.) Veter- 
ans Administration Hospital. Dr. 
Behan received his M.D. degree 
from St. Louis University School 
of Medicine and received residency 
training in psychiatry at the Men- 
ninger School of Psychiatry, To- 
peka, Kan. 


@ Thomas J. Broderick has been ap- 
pointed administrator of Jay Coun- 
ty Memorial Hospital, Portland, 
Ind. He was formerly administra- 
tive assistant at Seaside Memorial 
Hospital, Long Beach, Calif. Mr. 
Broderick is a graduate of the 
University of Chicago program in 
hospital administration. 


@ Leo D. Carsner has been appointed 
administrator of Lake View Me- 
morial Hospital, Danville, Ill., suc- 
ceeding Margaret Arnold. Mr. 
Carsner holds a B.S. degree in ac- 
counting from the University of 
Dayton (Ohio) and a master’s de- 
gree in hospital administration 
from Northwestern University, 
Chicago. 


@ Winifred Dunham has been ap- 
pointed assistant administrator of 
Riverview Hospital, Red Bank, N.J. 
Mrs. Dunham was formerly private 
secretary to the administrator, Mrs. 
Julia E. Throckmorton, and also 
personnel director at the hospital. 


@ Henry B. Dunlap has been ap- 
pointed administrator of Childrens 
Hospital Society of Los Angeles 
(Calif.), succeeding James E. Smits. 


Mr. Dunlap has been assistant ad- 
ministrator at the hospital for the 
past four years. He is a graduate 
of the University of California 
program in hospital administration. 

Mr. Smits resigned to become 
administrator for the Kaiser Foun- 
dation Hospitals, Southern Cali- 
fornia region. He had been ad- 
ministrator of Childrens Hospital 
for 10 years. Mr. Smits is a trustee 
and president-elect of California 
Hospital Association and a past 
president of the Hospital Council 
of Southern California. 


@ Bernard Fuss has been appointed 
associate director of Sinai Hospital 


of Detroit. He was formerly as- 


sistant director of Beth Israel Hos- 
pital, New York. Mr. Fuss has a 
master’s degree psychiatric 
nursing from Adelphia College, 


_ Garden City, N.Y., and a master’s 


degree in hospital administration 
from the Columbia University 
School of Public Health. 


@ Dabney P. Gilliland has been ap- 
pointed administrator of Tarrant 
County Hospital District, Fort 
Worth, Texas, which includes the 
John Peter Smith Hospital and 
Elmwood Sanatorium. He was for- 
merly administrator of General 
Hospital, Greenville, Miss. Mr. 
Gilliland has a master’s degree in 
hospital administration from St. 
Louis University. 


@ Charles J. Hackett has been ap- 
pointed associate administrator of 
Hackensack (N.J.) Hospital. He 
first joined the staff of this hos- 
pital in 1951 and served in turn 
as administrative assistant, ad- 
ministrative assistant and con- 
troller, and assistant administrator 
until his latest promotion. 


@ William H. Lang has been appointed 
administrator of Kent County Me- 
morial Hospital, Warwick, R.I. He 
first joined the hospital in 1952 as 
chief pharmacist, and was then 
promoted to assistant administra- 
tor and purchasing agent. Mr. Lang 
is a graduate of the University of 
Rhode Island, Kingston, College 
of Pharmacy. 
(Continued on page 90) 
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Statistics tell us that, in about 30% 
of all operations, surgical gloves 
break or are cut. Surgically clean 
hands are vital. This is one of the 
reasons so many hospitals use 
Hexa-Germ—a white, viscous, liquid 
antiseptic skin detergent with 3% 
hexachlorophene. 

Tests show that routine use of 
Hexa-Germ degerms skin to a degree 


approaching sterility. It has also been 
proved effective in preventing staph- 
ylococcal skin infections in the new- 
born nursery. Because Hexa-Germ is 
blended with lanolin and petrolatum, 
it replaces the natural emollients lost 
through prolonged cleansing. 

A special preservative in Hexa- 
Germ is highly active against all kinds 
of bacteria, including Gram negative 


GET HANDS AS GERM FREE AS HANDS CAN BE 
WITH HEXA-GERM ANTISEPTIC SKIN DETERGENT WITH HEXACHLOROPHENE 


microorganisms. This preservative 
protects Hexa-Germ against contami- 
nation that can result in handling, 
from the shipping containers to the 
dispenser jars, with a wide margin 
of safety. See our representative, the 
Man Behind the Huntington Drum, for 
full details and send for the Hexa- 
Germ Research Bulletin to get an- 
notated test results. 
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@ Thomas A. Larkin has been ap- 
pointed director of Wilmington 
(Del.) General Hospital. He was 
previously administrator of Chil- 
dren’s Hospital, Baltimore, and 
prior to that assistant administra- 
tor of Reading (Pa.) Hospital. Mr. 
Larkin holds an M.S. degree in 
hospital administration from Co- 
lumbia University. 


@Robert R. Martin has been appointed 
assistant director of James Walker 
Memorial Hospital, Wilmington, 
N.C. Since 1956 he had been assist- 


ant director of Rex Hospital, Ra- 
leigh, N.C., and prior to that, had 
been assistant hospital administra- 
tor for the North Carolina Medical 
Care Commission. Mr. Martin is 
a graduate of Wake Forest College, 
Winston-Salem, N.C. 


@ Robert J. Marsh has been appointed 
administrative assistant of Chicago 
Wesley Memorial Hospital. For 
four months previous to his latest 
appointment he had been supervisor 
of medical services at the hospital, 
and prior to that had been admin- 
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Write Dept. 82TA and learn how Clarin’s full line 
of auxiliary seating for every occasion 


can serve you. 


CLARIN MANUFACTURING COMPANY 
4640 W. Harrison, Dept. 82, Chicago 44, Illinois 


istrator of Staats Hospital, Charles- 
ton, W.Va. Mr. Marsh is a gradu- 
ate of Ohio University, Athens, 
with a degree in business adminis- 
tration. 


@ James B. Pickering Jr.has been ap- 
pointed assistant director of Akron 
(Ohio) City Hospital. He first 
joined the hospital in 1953, then 
obtained a leave of absence to 
complete his studies in hospital 
administration at the Sloan Insti- 
tute of Hospital Administration, 
Cornell University, before return- 
ing to the Akron City Hospital as 
administrative assistant. 


@ Lionel J. Silverman has been pro- 
moted to assistant to P. F. Lucchesi, 
M.D., executive vice president and 
medical director of Albert Einstein 
Medical Center, Philadelphia. Mr. 
Silverman had been since 1952 
personnel director of the center. 
In his new post he will be respon- 
sible for over-all administration 
planning, direction and coordina- 
tion of professional services. Mr. 
Silverman is a graduate of the 
University of Chattanooga, Tenn. 
He has studied economics, business 
administration, and labor relations, 
and has received an A.M. degree 
from the University of Pennsyl- 
vania, Philadelphia. 


@ James £. Smits (see Henry B. 
Dunlap item). 


@ Dean F. Van Metre has been ap- 
pointed assistant administrator of 
St. Rose Hospital building project, 
Hayward, Calif. He was formerly 
assistant administrator of St. An- 
thony’s Hospital, Dodge City, Kans. 
Mr. Van Metre is a graduate of the 
State University of Iowa program 
in hospital administration. 


Deaths 


Winifred Howard Erickson, 63, direc- 
tor of the department of dietetics 
and head of the dietetic internship 
program for 35 years at Ancker 
Hospital, St. Paul, died March 27. 
Mrs. Erickson graduated from Wis- 
consin State College at Menominee, 
then took her internship at the Uni- 
versity of Minnesota, Hospitals, 
Minneapolis, where she was the 
first dietetic intern. A leader in the 
hospital dietary field, she served as 
president of the American Dietetic 
Association in 1955-1956. 
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Drinking cups (9E-1) 
Manufacturer's description: A new design 


in cold drink cups for use on hos- 
pital pediatric wards. Printed in 
red, white and blue, the design 
features a gay parade of animal 
caricatures which differ with each 
cup size. All cups are waxed to 
maintain true drink flavor. Ounce 


sizes include: 6 (kangaroos), 7 
(tigers), 9 (hippopotamuses), 10 
(camels), tall 12 (bears), wide- 
base 12 (penguins), 14 (seals), 
tall 16 (lions), wide-base 16 (ele- 
phants), 20 (zebras) and 24 ounce 
(giraffes). Bondware Div., Conti- 
nental Can Co., Dept. H9, 349 Ora- 
ton St., Newark. 


Decorator brick (9E-2) 
Manufacturer's description: This is a brick 
designed especially for decorative 


use. Its feather-light weight makes 
it practical to use without a costly, 
extra foundation. It requires no 
mortar—just a special adhesive, 
quickly and easily applied. Its 
three handsome decorator colors 
give wide choice in working out 
striking interior color harmonies. 
It is incombustible, 12 in. long, 1% 
in. wide and % in. thick. Vermicu- 
lite Mfg. Co., Dept. H9, 4618-14th 
Ave., N.W., Seattle 7. 


Thermometer (9E-3) 


Manufacturer's description: This unbreak- 


able Swiss body thermometer reads 
like a watch. A temperature-sensi- 
tive combination of metals encased 
in stainless steel substitutes for 
conventional mercury and glass. 


a a 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 
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New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 


Easy readability is combined with 
absolute safety by means of a 1% 
in. watch-like dial. Shaking down 
is eliminated by a re-set button 
like that on a stopwatch which re- 


zeroes the instrument. Shock-proof 
and water-proof, the thermometer 
may be sterilized in the usual 
fashion with alcohol or disinfect- 
ant. Cary Thermometer Co., Dept. 
H9, Suite 605, 100 W. 42nd St., 
New York 36. 


Leg traction unit (9E-4) 
Manufacturer's description: A leg traction 


unit that offers correct support, 
traction and positioning for hip- 
pinning, bone-setting and accurate 
X-ray examination is now availa- 
ble. Leg platforms and foot rests 
adjust to correct length along a 
sturdy rod. The foot rest also ad- 


justs laterally and is provided with 
a strap for holding foot firmly in 
position. The traction unit support 
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rods fit into crutch sockets pro- 
vided on the operating table and 
adjustment can be made with fric- 
tion lock clamps. Shampaine Co., 
Dept. H9, 1920 S. Jefferson Ave., 
St. Louis. 


Conductive overshoe (9E-5) 

Manufacturer's description: These con- 
ductive overshoes are designed to 
provide two elements of safety: 
conductivity—safety in hazardous 
anesthetic locations; infection 


control and convenience—an ade- 
quate, easy-to-use covering so that 


contaminated shoes are not ex- 
posed in the operating suite. Utili- 
zation of a new fastening device 
makes possible the radically differ- 
ent and improved design. A. S. 
Aloe, Dept. H9, 1831 Olive St., St. 
Louis 3. 


Laundry finishing (9E-6) 

Manufacturer's description: The speedy 
laundry finishing unit consists of 
two rotomatic machines. On one 
are mounted five presses, which 
are especially designed for ironing 
uniforms, coats, jackets, smocks, 
pants, and the like. On the other 


are located seven mushroom presses 
for pants, topping, yokes, backs of 
uniforms and small lays on gar- 
ments which may be required. 
Floor space required is approxi- 
mately 14 ft. by 20 ft. The Unipress 
Co., Dept. H9, 2800 Lyndale Ave. 
S., Minneapolis 5. 


Serum vial (9E-7) 

Manufacturer's description: This is a 
serum vial for parenterals, which 
provides both tamper-proof pro- 
tection and convenience. The user 
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is able to open the vial with com- 
plete safety, using only one hand. 
Its versatility of design allows the 
use of either rubber plugs or discs, 
through which the hypodermic 
needle is imserted. The vials are 
available in nine sizes, from one 
ml. to 25 ml. Owens-Illinois, Kim- 
ble Glass Co., Dept. H9, Toledo 1. 


Sterilizer-can washer (9E-8) 

Manufacturer's description: A stainless 
steel sterilizer washer for washing 
and sanitizing refuse and garbage 
cans, waste containers, drums, 
mixing kettles, or any other large 
containers has been introduced. 
The unit employs a pressure-pro- 
pelled, ball bearing, whirling, three 


directional jet spray nozzle that 
completely cleans and sanitizes in 
a matter of minutes. It washes, 
rinses, sterilizes, deodorizes and 
preheats by a simple foot pedal 
action, and its installation is com- 
patible with all plumbing condi- 
tions. Vacuum Can Co., Dept. H9, 
19 S. Hoyne Ave., Chicago 12. 


Disposable medicine spoon 


(9E-9) 
Manufacturer's description: The medicine 


teaspoon is made of clear plastic 


and is disposable, with one-half 
teaspoon scoring. Designed for one- 
time use, this teaspoon eliminates 
washing and sterilizing and helps 
to prevent cross-infection. Busse 
Plastics Co., Dept. H9, 64 E. 8th 
St., New York 3. 

Wall covering (9E-10) 
Manufacturer's description: The wall cov- 
erings have a fireproof base with 
plastic laminated surface. They 


feature decorative, fire-resistant 
surface, fire-proof asbestos cement 
base, and require little mainte- 
nance. They come in standard 4 
by 8 ft. and 4 by 10 ft. panels, % 
in. thick, and in modern patterns, 
colors, authentic woodgrains and 
marbles. Matching moulding in 
aluminum with plastic laminated 
face is available. Woodall Indus- 
tries, Inc., Dept. H9, 3500 Oakton 
St., Skokie, Ill. 


Fruit sections (9E-11) 
Manufacturer's description: Fresh chilled 


fruit sections and fruit salad can 


be stored at a temperature of 40 
to 45 degrees. They will hold their 


’ fresh taste and texture for at least 


8 weeks in unopened jars. Only 
tree-ripened fruit is used, and it 
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bag, inserted into the cloth filter 


is presized to select only that suit- 
able for sectioning. Kraft Foods, 
Dept. H9, 500 Peshtigo Ct., Chi- 
cago 11. 


Vaccum cleaner (9E-12) 

Manvfacturer’s description: The portable 
10-lb. vacuum cleaner, which can 
be easily carried on the back, re- 
“moves dust from walls and dra- 
peries, and cleans floors with a 
variety of attachments from 9 in. 
to 44 in. wide. A throw-away paper 


bag, permits constant airflow with 
no loss of suction until the bag is 
full. Contoured to fit the back com- 
fortably, the unit has two wide 
removable straps for easier carry- 
ing. M. D. Stetson Co., Dept. H9, 
64 E. Brookline St., Boston. 


Vinyl-covered mop handle | 
(9E-13) 

Manufacturer's description: A tubular 
steel mop handle, vinyl-covered to 
provide protection against electric 
shock, has been developed. The 
handle is completely corrosion 
proof and heat- and warp-resistant. 
The seamless vinyl covering is 
1/16 in. thick and cannot wear, 
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chip, sliver or tear. The mop head 
is held securely by an advanced 
type of spring yoke, yet it can be 
changed quickly and easily. There 
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are no nuts, chains, clamps or 
screws to tangle and tear mop 
heads or damage floors or furniture. 
Geerpres Wringer, Inc., Dept. H9, 
Muskegon, Mich. 


Sanitary napkin dispenser 

(9E-14) 

Manufacturer's description: The sanitary 
napkin dispenser is the size of the 
average dispenser, yet has twice 
the capacity. A full-size, external 
sanitary napkin is compressed in 
a dainty package, with its own 
disposable belt. The napkin is 
scientifically made of pure, super- 
absorbent, comfortable cotton and 
hygienically packaged under aseptic 
conditions. The belt is doubled and 
threaded through metal eyelets in 
the end flaps, then tied and fastened 


so that safety pins are unneces- 
sary. American Hygienic Corp., 
Dept. H9, 209 S. La Salle St., 
Chicago 4. 


literature 


SEE COUPON, PAGE 92 


Asphalt tile (9EL-1)—An asphalt 
tile color chart giving the latest 
line of marbleized, terrazzo and 
cork patterns. Asphalt & Vinyl As- 
bestos Tile Institute, Dept. HL9, 
101 Park Ave., New York 17. 


Micropipettes (9EL-2)—Devices for 
measurement and transfer of ex- 
tremely small quantities of liquid 
samples and reagents are pictured, 
priced and described in a new cata- 
logue. Research Specialties Co., 
Dept. HL9, 200 S. Garrard Blvd., 
Richmond, Calif. 


Hardwood floor care (9EL-3)—A 
booklet giving detailed instructions 
on how to care for hardwood floors. 


E. L. Bruce Co., Dept. HL9, P.O. . 


Box 397, Memphis. 


Radioisotope wall chart (9EL-4)—A 
wall chart containing important 
information on dosimetry of ra- 
dioisotopes, decay tables, optimum 
counts chart, gamma ray absorp- 
tion curves and typical gamma 
spectra. Baird-Atomic, Inc., Dept. 
HL9Y, 33 University Rd., Cambridge 
38, Mass. 


Roofing guide (9EL-5)—This man- 
ual describes and illustrates 14 
common roof problems and rec- 
ommends repair and maintenance 
procedures to overcome them. In- 
cluded are such common problems 
as flashing damage, alligatored, 


blistered, torn and open seams. The 
Roofing Div., the Monroe Co., Inc., 
Dept. HL9, 10703 Quebec Ave., 
Cleveland 6. 


Respirators (9EL-6)—Portable res- 
pirators, primarily for operation of 
chest shell or cuirass type respira- 
tors but also used for positive pres- 
sure by mouth or by tracheotomy 
tube, are described and illustrated 
in material just released. Thomp- 
son Engineering Products, Inc., 
Dept. HL9, 2625 Pennsylvania, 
Boulder, Colo. 


Lighting (9EL-7)—A presentation 
of 54 recent additions to a line of 
ceiling and wall fixtures, illus- 
trated and described in a catalogue 
supplement. Jay Lighting Mfg., Co., 
Inc., Dept. HL9, 5 E. 35th St., 
New York. 


X-ray planning (9EL-8)—A booklet 
giving detailed information on ar- 
ticles used in the x-ray depart- 
ment and on the planning and 
blueprinting of a modern x-ray 
department. X-Ray Dept., General 
Electric Co., Dept. HL9, 4855 Elec- 
tric Ave., Milwaukee 1. 


Light control systems (9EL-9)—Au- 
tomatic lighting control systems 
are described and illustrated in 
this bulletin. Ask for Bulletin — 
L159A-1. The Superior Electric 
Co., Dept. HL9, 83 Laurel St., 
Bristol, Conn. 
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May Critical for Aged 
Health Care Plans 


As a Senate subcommittee ended hearings on prob- 
lems of the aged, House Democrat leaders decided to 
amend the Forand bill to provide a program of health 
insurance covering hospitalization only. The impor- 
tance of this development was reflected by the fact 
that Speaker of the House Sam Rayburn (D-Tex.) has 
given his support to the recently proposed legislation 
which, in its original form, had been rejected by the 
House Ways and Means Committee. 

The compromise bill backed by Rayburn would 
include no surgical or medical benefits and would 
be financed through the social security system by 
raising either the tax rate or the ceiling on earnings 
currently subject to the social security tax. Specula- 
tion was that Wilbur Mills (D-Ark.), chairman of 
the House Ways and Means Committee, would report 


out a bill along the lines of the Rayburn compromise 
some time during the first weeks of May. 

The administration at the time had not yet put 
forward its own promised positive program. Mean- 
while, Sen. Jacob K. Javits (R-N.Y.) has urged the 
White House to back his Republican-sponsored bill 
to provide medical care for the aged through federal- 
state subsidy of private insurance premiums. 

He told the Senate Subcommittee on Problems of 
the Aged and Aging in its concluding sessions that he 
still does not know whether the President will favor 
his bill. He said he has not received a comment from 
Vice President Nixon and added, “I do not know that 
it is necessary for him to give one.” 

Senator Javits said he believed the bill, introduced 
by himself and seven other Republican senators, 
stands a considerably better chance of reaching the 
Senate floor and passing this session than does the 
Forand bill. 

Democratic criticism of the Javits bill (S. 3350) 
was given by Rep. Thaddeus M. Machrowicz (D- 
Mich.). Representative Machrowicz is a member of 
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the House Ways and Means Committee which is still 
considering various proposals for federal aid to the 
aged. He called the Javits approach “a disservice to 
our senior citizens,” and said that “nothing in the bill 
justifies the optimistic view that a service plan would 
provide 60 days of full-cost, semiprivate hospital 
care.” 


-Hill-Burton Hearings Held in Senate 


The $126.2 million requested by the Eisenhower 
administration for the Hill-Burton program in fiscal 
1961 would enable the states to initiate 477 health 
facility projects, according to Jack C. Haldeman, 
M.D., chief of the Division of Hospital and Medical 
Facilities of the U.S. Public Health Service. 

Dr. Haldeman told the Senate Appropriations Sub- 
committee considering the PHS budget that these 
projects would include an estimated 18,228 hospital 
and nursing home beds and 142 health units of vari- 
ous kinds. 

He said he anticipated that in addition to the esti- 
mated 18,228 beds financed by Hill-Burton, another 
12,000 beds would be constructed from other funds, 
bringing the national total to approximately 31,000 
beds. “This number is sufficient to offset the general 
beds needed for population increases and those which 
have become obsolete during the year,’ Dr. Halde- 
man said. 

_The House of Representatives has already voted to 
increase 1961 Hill-Burton funds to $150 million, $23.8 
million above the administration request. In recent 


years, the Senate has approved a sum even higher 
than the House recommendation and a compromise 
amount has been reached. The final appropriation for 
fiscal 1960 was $186.2 million. 

Dr. Haldeman also told the Senate subcommittee 
that the $1.2 million requested for research under 
Hill-Burton will not be the only answer to “the 
financial crisis” facing hospitals, but will help hos- 
pitals by improving their efficiency. He cited as an 
example research yet to be done on progressive 
patient care which would answer questions on how 
to utilize scarce professional skills so that services to 
hospital patients could be improved. 


Drug Hearings Reopen 

The Senate Anti-Trust and Monopoly Subcommit- 
tee, whose chairman is Sen. Estes Kefauver (D- 
Tenn.), has reopened its inquiry into allegations of 
excessive profits of drug manufacturers. The first 
day’s hearings were delayed while Republican and 
Democrat members disputed the objectivity of the 
hearings. 

William Bean, M.D., of Iowa State University’s 
Medical School, told the Senate subcommittee that 
some drug companies have conducted only minimal 
clinical tests on some medicines before selling them to 
the public at a big profit. Another witness, A. Dale 
Console, M.D., from Princeton University, urged the 
subcommittee to adopt restrictive legislation to regu- 
late the drug industry. 

Dr. Console said that “unless sweeping reforms are 
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instituted, a truly ethical (drug) house cannot sur- 
vive in the present competitive wrangle.” Other uni- 
versity-affiliated physicians also testified to the need 
for federal regulation of the drug industry. 


AHA Requests Radio Channels 


from Communications Commission 


The American Hospital Association has concurred 
with the proposal of the Federal Communications 
Commission that a hospital radio service be open to 
independent ambulance operators. However, both the 
AHA and the American Medical Association have 
urged that channels for the use of physicians be 
separate from the five channels asked for hospitals 
and ambulances. 

The available radio channels are much in demand, 
and objections to the proposed medical emergency 
radio service have been made by many other channel 
users or would-be users. A number of nonmedical 
groups, however, including many state and munici- 
pal officials, have recognized the needs of hospitals 
and ambulances for radio communication. 


Additional Funds Asked 
for White House Conference 


Keen nation-wide interest in the January 1961 
White House Conference on Aging has prompted the 
administration to request an additional $250,000 in 
federal funds to support conference preparations. 

Miss Bertha S. Adkins, undersecretary of the De- 
partment of Health, Education, and Welfare, told the 
Senate appropriations subcommittee concerned with 
the HEW budget that many aspects of aging need ad- 
ditional exploration. She said that the Citizens Ad- 
visory Committee to the White House conference had 
recommended the additional funds. 

Meanwhile, the House of Representatives has 
increased by $28,000 the original budget request of 
$550,000 for the conference on aging. These extra 
funds would be used after the conference to help 
develop effective means of implementing conference 
recommendations. 

Miss Adkins also reported that federal grants 
have already been made to all states and United 
States territories except two: Indiana’s program has 
been organized without federal funds, and Guam is 
not participating. 


Social Security Covers 72 Per Cent of Aged 


William L. Mitchell, commissioner of the Social 
Security Administration, predicted that in fiscal 1961 
estimated benefits under Old-Age and Survivors 
Insurance will total $11.7 billion. This compares to 
$10.9 billion in fiscal 1960. 

He told the Senate subcommittee on the Depart- 
ment of Health, Education, and Welfare budget that 
as of June 1959, approximately 72 per cent of the 
aged population were receiving OASI benefits or were 
eligible to receive them. In January 1960, an estimated 
13.7 million persons were receiving these benefits. 

Commissioner Mitchell also reported that the num- 
ber of older persons on public assistance roles is 
expected to decline by approximately 1.4 per cent 
during 1961. 
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on your 
floors 


In the operating room where so many 
lives have been saved, dangerous static 
currents are always lurking. 


Your conductive flooring can protect you 
against electric shock, fire or explosion 
only if it is properly maintained. And only 
Lecce polishes, cleaners and seals are 
specifically designed to retain the 
conductivity of your floors. 


Recommended by 
Leading manufacturers 


Lecce maintenance materials insure the safe 
dispersion of static charges into your floors. 
That’s why Congoleum-Nairn, Hubbellite and 
other makers of conductive flooring recommend 
their exclusive use. 

Your purchase of these products entitles you 
to the Free services of a Lecce Safety Specialist, 
trained to aid you in every phase of conductive 
floor maintenance. 


For Safety’s sake, mail the coupon or write for 
our descriptive brochure, “One Little Spark.” 


See our insert in Hospital Purchasing File. 


| Walter G. LEGGE Company, inc. 
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In Toronto — J. W. Turner Co. 
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. Blue Cross in Court 


Blue Cross and Blue Shield have litigated some 
heretofore unresolved legal points with mixed results. 
Hunt v. Hospital Service Plan of New Jersey, 157 A. 
2d 575 (N. J., 1960), a recent case, involved interpre- 
tation of the workmen’s compensation exclusion con- 
tained in a Blue Cross subscriber certificate. 

The patient was injured on the job but did not 
request treatment from her employer. Instead she 
entered the hospital of her choice and sought payment 
for her hospitalization by Blue Cross. The certificate 
excludes coverage for services “compensable” under 
a workmen’s compensation law. The patient was 
denied compensation because her treatment had not 
been authorized by the employer. Nevertheless, the 
court held, the injury and treatment were “com- 
pensable,”’ although not actually compensated, and 
thus the related hospital expenses were not required 
to be paid by Blue Cross. 

The Plan had paid the hospital a considerable sum 


prior to discovering that this was a workmen’s com- 


pensation case. It counterclaimed in an effort to 
recover these payments from the patient. This the 
court would not allow. The Plan obtained the in- 
formation required, in order to make payment, di- 
rectly from the hospital and not from the patient. 
The patient did not misinform the Blue Cross plan. 
Any fault lay with the Plan because it could have 
examined the hospital records and discovered that 
this may have been a nonentitled claim. The Plan 
took the risk of making a voluntary payment and 
was bound by its choice. It would be in equitable to 
disturb the status quo. So the hospital retained the 
partial payments which had been made—the balance 
of the bill was the patient’s responsibility—and the 
Blue Cross Plan learned a costly lesson. 


THERE 1S A LIMIT 


Another question under the workmen’s compensa- 
tion exclusion was resolved in Wenthe v. Hospital 
Service, Inc., 100 N.W. 2d 903 (Iowa, 1960). The 
employee was hospitalized as a workmen’s compen- 
sation case. The Iowa law requires the employer to 
furnish hospital and medical services, but limits his 
responsibility to $2500. The plaintiff-employee re- 


ceived care in excess of that amount and demanded 


payment by Blue Cross for the uncompensated 
charges. 

The Iowa Supreme Court interpreted the language 
of the certificate as excluding payment for treatment 


This moterial is not legal advice. The information on this page should not be 
used to resolve legal problems. For advice on such problems a hospital should 
consult a member of the local bar. 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


of injuries for which benefits are provided by statute. 
This is the situation regardless of the amount of 
benefits provided by the legislation. Blue Cross was 
not liable for those hospital charges which exceeded 
the maximum statutory compensation. 


ILLINOIS CAPRICE 


The Illinois Supreme Court ruled as unconstitu- 
tional a provision of the Blue Cross enabling law 
requiring a Plan to have contracts with hospitals 
representing 30 per cent of the beds in a county 
before it could sell subscriber certificates in that 
county. The court was impressed with the possibility 
that hospitals in any county, or organized through 
the state association, perhaps motivated by caprice 
or self-interest, could make it impossible for a Plan 
to operate simply by not signing contracts with it. 
Hence, contro] over Plans might pass to hospitals 
and away from the insurance director who represents 
the state and the subscribers. Illinois Hospital Service, 
Inc. v. Gerber, 28 Law Week 2380 (IIl., 1960). 

The Blue Cross movement did not benefit by this 
decision. It is of questionable value to have sub- 
scribers located in areas remote from a contracting 
hospital. Benefits in noncontracting hospitals are nec- 
essarily lower and subscriber satisfaction can be ex- 
pected to be reduced accordingly. 


TAXING BLUES 


The Oregon Blue Shield Plan brought its state tax 
conflict to the Oregon Supreme Court. The plan con- 
tended that it constitutes a “civic organization” and, 
as such, is exempt from payment of corporate excise 
taxes. The State Tax Commission emerged as the 
victor when the court refused to be convinced that 
the Plan operated “exclusively for the promotion of 
social welfare.” 

Two groups benefit by the plan—participating phy- 


- sicians and the subscribers. The latter are merely 


insuring themselves, the court remarked, and this 
is a self-serving motivation. The physicians on the 
other hand, are paid fees under a contract schedule 
and also receivé a distribution of corporate earnings 
under certain conditions. Again, this is not exclusive 
operation for promoting social welfare. Consequently, 
exemption from corporate excise taxes was denied. 
Oregon Physicians’ Service v. State Tax Comm., 28 
Law Week 2474 (Ore., 1960). 


What Happened Since? 


Some of the cases reported in these columns have 
been carried to higher courts. Most have been af- 
firmed on appeal, but not always for the same reasons 
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complete stability 
at all heights. 
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Solid, heavy (12-gauge) stamped stainless- 
steel seat—not a veneer over 


Electrically conductive 

rubber tips eliminate 
explosion hazard. Each 
piece tagged and tested 

“250,000 ohms or 


PROOF... 


Blickman Equipment is the finest 
...yet it costs no more! 


ordinary steel. 


resistance 
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given in the court below. Here is current information 
on these appeals: 

© The Eaton case, HOSPITALS, J.A.H.A., Feb. 16, 1959 
p. 103, involved an effort on the part of Negro physi- 
cians to gain staff privileges in a North Carolina hos- 
pital which they claimed to be a public or govern- 
mental institution. The U.S. Court of Appeals held 
that the hospital was not governmental and, there- 
fore, its governing board could select the medical 
staff without court intervention. The U.S. Supreme 
Court refused to hear the case, although 3 of the 9 
justices would have allowed the matter to be con- 
sidered, one short of the necessary vote. Eaton v. 
Board of Managers of James Walker Memorial Hos- 
pital, 359 U.S. 984, (certiorari denied, May 4, 1959). 

@ The U.S. Supreme Court condemned loyalty 
statements as a prerequisite to tax exemption in First 
Unitarian Church of Los Angeles v. Los Angeles, 357 
U.S. 545 (1958). The California Supreme Court, by 
a narrow margin, had approved a statute requiring a 
claimant for tax exempt status to file a loyalty state- 
ment with its tax return. This was reported in Hos- 
PITALS, J.A.H.A., Nov. 16, 1957, p. 110. In overruling 
the California courts, the U.S. Supreme Court con- 
cluded that the First Amendment of the U.S. Con- 
stitution, which protects freedom of religion, would 
be infringed by the loyalty oath provision of the 
statute, especially since the statute requires the 
applicant to assume the burden of proving loyalty 
throughout the tax proceedings. 

@ An error in interpreting the chest x-ray of a new 
employee led to liability on the part of the hospital 
employer in a case covered in HOSPITALS, J.A.H.A., 
July 1, 1958, p. 84. The staff physicians failed to note 
signs of tuberculosis and the applicant was employed, 


_ thus aggravating his condition. A judgment of $4000 


was reversed on appeal, however. The court was not 
certain that an employer has the same duty to dis- 
cover a malady as in the case of a private physician- 
patient relationship, although the employer does have 
a duty to disclose any known illness to the employee. 
But the reversal of the trial court was based upon 
the absence of a showing of hospital negligence in 
this case. The hospital’s employed physicians exer- 
cised their professional judgment. Although it proved 
to be erroneous, it was not negligence. Battistella v. 
Society of the New York Hospital, 191 N.Y.S. 2d 626 
(1959). 

@® The Utah Supreme Court has finally concluded 
litigation in a case which had been in the courts for 
at least six years. One stage was reported in HoOs- 
PITALS, J.A.H.A., Nov. 1, 1958, p. 89. The case was sent 
back to be retried, and certain medical record entries 
were to be admitted in evidence. These included 
comments by physicians indicating a possible blood 


- transfusion reaction. The jury came in with a verdict 


for the defendant hospital the second time also. 
Again the plaintiff appealed, this time contending 
that it was error for the trial judge to fail to instruct 
the jury that the doctrine of res ipsa loquitur applied. 


This is the maxim, “the thing speaks for itself,” 


which, in a sense, presumes the existence of negligence 
from the nature of the injury, the innocence of the 
victim and the-control of the damaging object by the 


defendant. The State Supreme Court held that res 
ipsa does not apply in blood transfusion situations. 
Medical statistics show that in a small percentage of 
transfusions, an untoward reaction occurs without 
any detectable cause. This being so, it cannot be 
assumed that an unfortunate result in a transfusion 
episode was caused by someone’s negligence, the 
court decided. Joseph v. W. H. Groves Latter Day 
Saints Hospitals,—Utah— (1960). 

@ The decision in the team surgery case,HOSPITALS, 
J.A.H.A., Feb. 16, 1959, p. 103, has been upheld on ap- 
peal. The United States Court of Appeals for the 
Eighth Circuit has concluded that (1) there was no 
probative evidence of negligent causation of an air 
embolism; (2) the fact that the plaintiff did suffer an 
air embolism raises no presumption of negligence 
since res ipsa loquitur does not apply in medical cases 
under Minnesota law, and (3) the chief surgeon in 
this open heart surgery case was not the “captain 
of the ship.” He did not appoint or employ the par- 
ticipating physicians nor did he actually supervise 
the doctors who might have been negligent in 
ministering to the plaintiff-donor, so he was not 
vicariously liable for any negligence of such physi- 
cians. Thompson v. Lillehei, 10 CCH Negl. Cases 2d 
461 (C.A. 8th, 1959). 


Regulating Mail Order Health Insurance 


The Federal Trade Commission is devoted to 
policing of advertising and it attempts to prevent 
publication of misleading ads. Its jurisdiction is 
based, in part, upon the existence of interstate com- 
merce. The U.S. Supreme Court reversing previous 
decisions, held in 1944 that the insurance business 
is trade or commerce and subject to federal regula- 
tory jurisdiction. Thereupon, the McCarran-Ferguson 
Act was passed, denying the jurisdiction of the FTC 
over insurance business that is regulated by state 
law. Because of this provision, most carriers selling 
hospitalization insurance are beyond control by the 
FTC because almost every state regulates the insur- 
ance field to some degree. 

Mail order insurance is a special situation. Regu- 
lating the home office of the carrier may not offer 
protection for the insured in another state, a state 
in which the company is not licensed to do business 
and has no registered agents. The Supreme Court 
has relied upon this distinction in a recent 6-3 de- 
cision. 

The court declared that the FTC has regulatory 
jurisdiction over any interstate mail order insurance 
business that is not regulated by the state in which 
sales are solicited. Unless there is regulation of mail 
order insurance by the state in which the deception 
is practiced and has its impact, the federal agency 
may take action to eliminate the unfair practices. 
This decision may benefit hospitals by tending to 
reduce the number of hospital insurance policies 
offered by mail that provide insubstantial coverage, 
although their advertising methods imply generous 
benefits. At the very least, it should diminish the 
unsavory practices and “puffed” claims of some ques- 
tionable companies. Federal Trade Commission v. 

(Continued on page 109) 
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NEWS 


AT ANNUAL BLUE CROSS CONFERENCE 


Plans Approve Reorganization Proposal 


LOS ANGELES—The Blue Cross Plans have voted to create a single 
national Blue Cross organization and to fashion even closer ties with the 


American Hospital Association. 


The action was taken at the Annual Conference of Blue Cross Plans 
held here April 2 to 7. The next step is changes in the bylaws of the 


American Hospital Association, 
and these will be proposed to the 
House of Delegates at its meeting 
in San Francisco in August. 

The reorganization plan was de- 
veloped by a committee headed 
by Frank S. Groner, president- 
elect of the AHA. 

At present there are two na- 
tional Blue Cross organizations— 
the Blue Cross Commission and 
the Blue Cross Association. Under 
the plan voted at the conference 
here, the Blue Cross Association 
structure is used as the framework 
for the new organization. 

The Blue Cross Association, 
meeting immediately after the 
conference, voted the necessary 
bylaws revisions to accommodate 
the changes. If the AHA House of 
Delegates takes action in August, 
as will be proposed, the Blue Cross 
Commission will go out of exist- 
ence on September 30, certain of 
its duties going to the BCA and 
others to the AHA. 

The AHA will have representa- 
tion on the BCA board and the 
BCA will have two seats on the 
AHA board. A new council would 
be created in the AHA structure to 
consider Blue Cross, prepayment 
and financing matters. 


The chief officers of the organi- 
zations concerned—Russell A. Nel- 
son, M.D., president, AHA; James 
E. Stuart, president, Blue Cross 
Association, and H. Charles Ab- 
bott, chairman, Blue Cross Com- 
mission—issued a statement after 
the conference and BCA actions 
“to manifest our unanimity of 
purpose and to make certain that 
the purpose is understood”. The 
statement said: 

“Blue Cross Plans and the Amer- 
ican Hospital Association are pres- 
ently considering reorganizing the 
formal apparatus by which Blue 
Cross is represented nationally and 
through which Blue Cross Plans 
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express their relationship with the 
AHA. 

“We propose that only one or- 
ganization speak for Blue Cross 
nationally and carry on its na- 
tional activities, thus consolidating 
functions presently carried out by 
two national organizations—the 
Blue Cross Association and the 
Blue Cross Commission. 

“There are many national ac- 
tivities for which Blue Cross Plans 
require an effective mechanism for 
coordination. Among these are 
service to national accounts, liai- 
son with other national organiza- 
tions, relations with government, 
administration of certain national 


Rorem Given Kimball Award 


C. Rufus Rorem, Ph.D., execu- 
tive director, Hospital Planning 
Association of Allegheny County, 
Pittsburgh, is 
the recipient of 
the third annu- 
al Justin Ford 
Kimball award 
for “outstanding 
encouragement 
given to the 
concept of vol- 
untary prepaid 
health care 
plans.’’ The 
award was 
given by the Blue Cross Commis- 
sion of the American Hospital As- 
sociation during the Annual Con- 
ference of Blue Cross Plans. 

Dr. Rorem was the first director 
of the Blue Cross Commission 
(then called the Commission on 
Hospital Services) from 1937 to 
1946. Prior to his present position 
in Pittsburgh, he served as execu- 
tive director of the Hospital Coun- 
cil of Philadelphia. Dr. Rorem is 
the author of numerous books on 
accounting, and also of texts on 
hospitals, medical care and medical 
financing. 


DR. ROREM 


benefit programs such as ‘Medi- 
care,’ relations with the ‘national 
public’, research, and the admin- 
istration of inter-Plan communi- 
cations and relationships. 

“Most Blue Cross activities are 
not national. The strength of Blue 
Cross lies in the close ties of each 
Plan with its local community. In 
structure, it represents its com- 
munity’s desire to prepay the cost 
of care. The new national appa- 
ratus intends to encourage this 
aspect of Blue Cross strength and 
guarantee its continuance. 

“Cooperation at the highest pol- 
icy level will continue to be the 
practice for national Blue Cross 
and the AHA. The licensing, an- 
nual approval of Blue Cross Plans, 
protection of the Blue Cross sym- 
bol, and the program of education 
in hospital relations with Blue 
Cross Plans will remain a function 
of the AHA through one of its 
councils. 

“We hope that the new national 
Blue Cross structure will add to 
the dispatch, economy and effi- 
ciency with which national ac- 
counts are served, whether uni- 
form national benefits or local 
benefits are desired. We expect 
that the new organization will pro- 
vide a channel for easier and more 
frequent communication between 
Blue Cross Plans, further uniting 
them in the implementation of 
better benefits and community 
programs that are in pace with the 
growing needs of the American 
people. A single national voice for 
Blue Cross, we believe, will facili- 
tate the educational process by 
which Blue Cross and the national 
public influence each other. 

“Those of us who have worked 
to continue the close ties with the 
American Hospital Association 
intend these ties to be used in the 
public interest to influence con- 
structively the factors which de- 
termine the cost and quality of 
prepayment and hospital service.” 


In an address to the conference, 
Dr. Nelson called upon Blue Cross 
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to recognize medical education as 


part of medical care and to defend 
and support the inclusion of prop- 
er education costs in hospital fi- 


nancing and in prepayment mech- 


anisms. 

Dr. Nelson said that “more and 
more government financial aid will 
be needed by medical schools”. 
Calling too much government “a 
bad thing,’’ he suggested that 
“Blue Cross, in the interest of get- 
ting enough high quality doctors 
for future subscribers, could give 
direct aid to the schools.” 

He said Blue Cross and hospitals 
should: 

“1. Recognize medical education 
as a part of medical care and vice 
versa. 

“2. Support the growth in size 
and strength of educational pro- 
grams in hospitals. 

“3. Resist efforts of those ele- 
ments in the medical professions 
which take actions that tend to 
cripple the education of medical 
specialists. 

“4. Defend and support the in- 
clusion of proper education costs 


in hospital financing and in pre- 


payment plans.” 

Dr. Nelson also said that there 
is a “great need for joint, experi- 
mental approaches to programs in- 
volving better use of diagnostic 
facilities, care of ambulatory pa- 
tients, nursing home care relations 
to our general hospitals, etc.” He 
called for Blue Cross financial aid 
for these experiments and for re- 
search into better hospital man- 
agement methods. He said such 
support would be in the interest 
of Blue Cross subscribers. 

A representative of organized 
labor told the conference that vol- 


untary prepayment must prove it-. 
self “as a vehicle capable of pro- | 


viding for the advance payment 
of a much greater proportion of 
health care in a manner that places 
health considerations first—-where 
they belong—and meets the com- 
posite needs of consumers and pur- 
veyors of health care’’. 

The labor spokesman, Jerome 
Pollack, program consultant in 
the Social Security Department, 
UAW-CIO, Detroit, said, “A strong 
voluntary (prepayment) system 
can have an excellent life expect- 
ancy; a weak one will go the way 
of government insurance.” 

A Detroit department store ex- 
ecutive also spoke sharply to the 
conference, saying that Blue Cross 
is the only realistic method that 
can ultimately avoid government 
medicine, but he complained that 
“there are some indications among 
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some of you, at least, that you 
might be led to abandon some of 
(your) basic principles for expe- 
diency’s sake ... Some of you 
are running scared—pitching your 
basic principles overboard and try- 
ing to meet the competition on 
their own ground and with the 
weapons of their choosing—tossing 
aside community rating to try to 
experience rate; ditching, or at 
least diluting, ‘service benefits’ for 
cash indemnity to mention just 
two.” 

The speaker was John W. Payn- 
ter, financial vice president and 
treasurer of J. L. Hudson Com- 
pany, Detroit. 

He urged the Plans to develop 
broader benefit programs, said 
some Plans were doing nothing, 
“becoming static in the face of 
challenge. 

“We are really afraid that you 
will rest on your laurels, dwell on 
your provincialism, relinquish 
your leadership, compromise your 
principles and, most important, fail 
to compromise in the real area of 
progressive compromise—the area 
of national uniformity of benefits 
and availability. 

“This sounds like a pretty strong 
indictment. But I would not make 
it if I did not feel just as strongly 
that Blue Cross is the only realistic 
method ultimately to avoid gov- 
ernment medicine. And I mean 
complete, restrictive, subject-to- 


Three Officers Re-Elected 
by Blue Cross Commission 


BLUE CROSS COMMISSION OFFICERS were 
re-elected at the Annual Conference of Bive 
Cross Plans, held in Los Angeles April 2 to 7. 
They are, left to right: vice chairman, George 
T. Bell, president, Hospital Service Associa- 
tion of Northeastern Pennsylvania, Wilkes- 
Barre; chairman, H. Charles Abbott, execu- 
tive director, Hospital Service of Southern 
California, Los Angeles; and treasurer, Jo- 
seph O. Burger, executive director, Nebraska 
Blue Cross Hospital Service Association, 
Omaha. 


political-whim, full-blown govern- 
ment medicine. I firmly believe 
that if Blue Cross and Blue Shield 
do not do the job, there is no alter- 
native. Now if Blue Cross aban- 


* dons its basic principles and tries 


to go along with the tide of com- 
mercial insurance, it is lost. And 
so is voluntary health care.” s 


AT NEW ENGLAND HOSPITAL ASSEMBLY— 


Patient’s Emotional Needs Emphasized 


BOSTON—A plea for understanding the patient’s emotional as well 
as his physical needs; a call for a “back to the bedside” movement for the 
graduate nurse; a suggestion to nurse educators that they spend some 
time on the halls of the hospital; a warning that although the voluntary 
hospital and the private practice of medicine are the backbone of our 


medical care system, there is noth- 
ing inevitable about this situation, 
and a complaint that hospitals 
have not been responsive enough 
to the challenge of the times— 
these were some of the headline 
items at the 39th Annual Meeting 
of the New England Hospital As- 
sembly attended by more than 
6000 persons from March 28 to 30. 

Heavy stress was placed upon 
the need for greater insight into 
the personal and _ psychological 
needs of the patient. 

Charles L. Schepens, M.D., oph- 
thalmologist at Massachusetts Eye 
and Ear Infirmary, Boston, said 
that hospitals used to be all heart 
and no healing and now they are 
all healing and no heart. He com- 


plained that hospital personnel 
were cruel and impersonal, and 
suggested some would be better off 
working in department stores. He 
said that hospitals and their staffs 
have to get back to the art of 
healing in a spirit of friendliness 
and understanding of patient psy- 
chology. Dr. Schepens said-that the 
patient reverted to a child role, 
and that the doctor should be the 
father and the nurse the substitute 
mother. What was needed was 
early training of children in the 
virtue of charity, according to Dr. 
Schepens. 


SICKROOM MANNERS NEEDED 
Raymond P. Sloan, chairman of 
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the editorial board, the Modern 
Hospital Publishing Co., New 
York, also argued that hospitals 
have been placing emphasis on the 
patient’s physical needs rather 
than on his emotional needs. He 
said that not only should hospital 
employees receive more equitable 
salaries but they ought to be 
taught a pride in job performance. 
Doctors, he said, have bedside 
manners. Hospital workers need 
sickroom manners. 

At another session, the Rev. G. 
Douglas Krumbhaar, M.D., Canon 
of St. Paul’s (Episcopal) Cathe- 
dral in Boston, took the same line. 
Dr. Krumbhaar gave up a career 
in medicine to enter the ministry. 
He told an auxiliary luncheon, “I 
learned more about people in three 
years of ministry than in 20 years 
of medicine.” 


NURSES DELEGATE ACTIVITIES 


That hardy perennial of hospital 
meeting topics—nursing—got a lot 
of attention and drew big audi- 
ences. Mary MacDonald, R.N., as- 
sociate professor of nursing educa- 
tion, University of Massachusetts, 
Amherst, said that “nurses have 
delegated to auxiliary members of 
the nursing team activities unique 
to nursing practice, while they 
cling zealously and jealously to the 
administrative component of care, 
a component which is largely dele- 
gated and controlled by the physi- 
cian and which requires primarily 
technical skills.” 

Edna Lepper, R.N., associate di- 
rector of nursing, Massachusetts 
General Hospital, Boston, told a 
jam-packed last afternoon meeting 
“that the role required of the nurse 
in the hospital is and will continue 
to be one of responsibility for the 
bedside or patient-side nursing 
care”. “I believe,” she said, “that 
this role is the keystone around 
which the functions and roles of 
other members of the nursing staff 
should be developed. The nursing 
staff should be organized to make 
this role possible . . . I believe that 
the nurse of the future will be 
concerned with therapeutics, with 
the administration of nursing care, 
with the coordination of health 
care, and not with ward adminis- 
tration.” 


Lucille Petry Leone, R.N., the 
chief nurse officer, U.S. Public 
Health Service, Washington, D.C., 
argued for person-to-person pro- 
grams in hospitals as well as in 
international relationships. She 
urged education for nurses so that 
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they would undertake “patient by 
patient planning based on the un- 
derstanding of each patient, and 
not on generalizations”’. 

She wondered whether the cur- 
rent group of student nurses was 
learning that “the place of the 
professional nurse is near the pa- 
tient where she perceives the pa- 
tient’s needs and meets those needs 
with the help of other nursing 
personnel according to an indi- 
vidualized plan.” 

The nursing session audience ob- 
viously contained a great many 
graduates and students in diploma 
schools of nursing, because a 
spirited defense of the diploma 
school by Sister Marian Catherine, 
S.C., R.N., director of the depart- 
ment of nursing and nursing edu- 
cation, St. Vincent’s Hospital, New 
York, brought the house down. 

Sister Catherine wondered “why 
individuals in nursing programs 
more recently established seem 
so eager to criticize older and more 
stabilized programs in nursing”. 
She said the basic philosophy of a 
diploma program invokes the be- 
lief that sound educational policies 
are fulfilled in the environment of 
patient care. She observed that “on 
the part of some nurse educators, 
there appears to be an apologetic 
attitude and, even more alarming, 
a definite and obvious omission of 
adequate nursing practice hours in 
curriculum planning and revision.” 

“It might be beneficial to all 
concerned,” she suggested, “if nurse 
educators in both basic and gradu- 
ate nurse preparation would spend 
some time on the halls of a hos- 


NEW ENGLAND HOSPITAL ASSEMBLY OFFiI- 
CERS (left to right, seated): president-elect, 
Elmina L. Snow, administrator, Emerson Hos- 
pital, Concord, Mass.; treasurer, Pearl R. 
Fisher, R.N., administrator, Thayer Hospital, 
Waterville, Maine; (standing) secretary, Hor- 
ace F. Altman, executive director, Robert 
Brigham Hospital, Boston; president, Isidore 
S. Geetter, M.D., director, Mount Sinai Hos- 


pital, Hartford, Conn. 


pital,” continuing that “we worry 
so about the exploitation of stu- 
dents for service needs, it is time 
for us to recognize that students 
can also be exploited for educa- 
tional purposes when theory with 
minimal practice is provided and 
patient care situations remain 
sterile in the process of learning.” 

Both Elliott L. Richardson, for- 
mer assistant secretary of Health, . 
Education, and Welfare and now 
United States attorney for the Dis- 
trict of Massachusetts, and Russell 
A. Nelson, M.D., director of the 
Johns Hopkins Hospital, Balti- 
more, and president of the Ameri- 
can Hospital Association, said that 
the voluntary medical system 
should be maintained only if it 
were the best way to give medical 
care to the American people. They 
also agreed that it was. 

Mr. Richardson said some of the 
value of the voluntary hospital 
system and the private practice of 
medicine lie in the fact that they 
better meet the requirement that 
the hospital be community based; 
that life would be poorer if the 
opportunity for the alleviation of 
our neighbor’s suffering were 
denied. He said voluntary non- 
profit hospitals face challenges 
much like the free world—meeting 
the demands of the people or fac- 
ing inroads on independence. He 
said he was sure that voluntary 
nonprofit hospitals would respond 
to these challenges as they should. 
He said, “if we want voluntary 
hospitals badly enough, they will 
survive. We who are citizens at 
large must cooperate with them 
and insure their survival.” 


Dr. Nelson said that the volun- 
tary hospital system should not be 
kept just out of sentiment but be- 
cause it has some very positive 
good. He said the voluntary hos- 
pital system keeps hospital care 
local, keeps it competitive, keeps 
active a civic-minded voluntary 
group of citizens, the trustees, 
keeps the churches in hospital af- 
fairs, and keeps the public better 
informed. 

Answering the question how 
could the voluntary hospital sys- 
tem be strengthened, he said that 
prepayment benefits must be ex- 
panded, the public should be in- 
formed even more fully, there 
must be much more disclosure to 
the public of hospital affairs, and 
that hospitals must develop and 
accept voluntary control both on 
administration and on quality of 
medical care. He maintained that 
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the voluntary hospital system was 
too disjointed and more coordina- 
tion was needed, 


LABOR: A FRIENDLY CRITIC 


Nelson H. Cruikshank, director, 
Department of Social Security, 
AFL-CIO, Washington, D.C., said 
that labor did not want to take 
over or socialize the nation’s health 
facilities, and that it wanted to be 
recognized as a friendly critic of 
hospitals. He said that “many hos- 
pitals have lost sight of their real 
purpose. This is easy to do for any 
institution, including labor unions. 
. . « The purpose of a hospital, 
after all, is not to serve doctors 
or hospital administrators, or vol- 
unteers or philanthropists, or even 
good interpersonal group relations. 
It is to help the people of the 
community to retain and to regain 
their health.” 

He complained that this purpose 
“seems frequently to be regarded 
by the hospital as almost inci- 
dental”. Mr. Cruikshank said that 
“a most impressive and saddening 
piece of evidence of how far some 
hospitals are out of tune with the 


. communities, with the people they 


profess to serve, lies in the craven 
stand many hospital spokesmen 
feel it necessary to take on the 
issue of the Forand bill. When they 
speak out against health benefits 
for old people through social se- 


_ curity, for whom are they speak- 


ing? They do not speak for the 


people of their community. They 


do not even speak in the interest 
of their hospitals.” 

“How can the vision of the hos- 
pital,” Mr. Cruikshank asked, “as 
a true health center be reconciled 


with the fragmentation of func- 


tion that some hospitals are now 
allowing to occur and which—if 
allowed to go on—can only result 
in hospitals being eventually re- 
duced to serving as the barren 
physical setting for large numbers 
of entrepreneurs going their sep- 
arate and chaotic ways, with the 
patients as the victims.” 

In his address at the traditional 


_ president’s luncheon, Dr. Nelson 


said hospitals and doctors don’t 
work as well together as they 
should. He said it is “time for a 
re-evaluation of the hospital-phy- 
sician relationships and is to my 
mind high time that the medical 
staffs be brought more closely into 
the hospital team with more re- 
sponsibility and participation and 
indeed more authority. 

“However, if physicians and hos- 
pitals are to work constructively 
together, neither is to dominate. 
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There cannot be domination of 
physicians by hospital administra- 
tors or trustees but neither can 
the physicians take over the hos- 
pitals, converting them into their 
own private workshops and ignor- 
ing the basic community-wide 
sponsorship and function of hospi- 
tals.” 

A similar approach was taken 
by Leonard W. Larson, M.D., 
chairman of the Board of Trustees 
of the American Medical Associa- 
tion. He said that he believed “the 
present voluntary hospital struc- 
ture should provide the physician 


with direct participation in plan- 
ning and organizing the hospital 
operation, since his own plans have 
a direct effect on the success of 
both plans and operation. With the 
physician in contact with many of 
the hospital personnel serving his 
patients, he should have direct 
channels of communication, and, 
where necessary, of command. The 
physician, with final responsibility 
for the care of his patients, should 
regularly participate in the control 
and evaluation of performance by 
hospital personnel that might as- 
sure the effectiveness of that care.” 


IN VIRGINIA— 


Change in Law Frees Blue Cross, Shield 


from Control over Contracts, Rates 


A new law relieving the Virginia State Corporation Commission of its 
responsibility for approving the substance of Blue Cross and Blue 


Shield contracts and for approving the Plans’ rates was signed by Virginia 


Governor J. Lindsey Almond Jr. late in March. 
This action put an end to the Richmond Plan’s controversy with the 


corporation commission over the 
use of a $50 deductible endorse- 
ment. On January 28 the commis- 
sion had issued an official order 
requiring the Richmond Plan to 
place a $50 deductible endorse- 
ment on all of its contracts, with- 
out any exception whatsoever. 

The Richmond Plan’s recent dif- 
ficulties actually began early in 
1958, according to Richard J. Ack- 
art, M.D., the executive director 
of the Blue Cross-Blue Shield or- 
ganization. At that time the Rich- 
mond Blue Cross Plan applied to 
the Virginia State Corporation 
Commission for approval of a rate 
increase. A $50 deductible endorse- 
ment was written then, and ap- 
proved along with the requested 
increase in rates for the Plan’s 
standard contract. On a wide-open 
option, this endorsement was of- 
fered to all sub- 
scribers, but 
only 8000 out of 
160,000 accepted 
it. The monthly. 
family rate for 
a contract with 
the $50 deducti- 
ble was, at that 
time, only $1.90 
less than the 
rate for the 
standard, full- 
service type of contract. 

In June 1959 the Richmond Plan 
needed a 49 per cent increase in 
the rates for the standard contract. 


DR. ACKART 


However, its good loss-ratio ex- 
perience with the 8000 endorsed 
contracts precluded approval of 
any concomitant increase in the 
rate of the deductible agreement. 
Thus, in June 1959, family sub- 
scribers had the choice of a $50 
deductible at a rate which was 
$6.00 per month less than the 
standard contract rate. 


This rate differential caused 60 
per cent of all small-group sub- 
scribers and 66 per cent of all di- 
rect-pay subscribers to transfer to 
the $50 deductible. The lack of any 
underwriting control to the option 
available to subscribers soon made 
the new and very high rates for 
the standard inadequate for the 
direct-pay and small-group mem- 
bers, because the majority of 
subscribers in these categories who 
stayed with the standard were 
“poor risks”. “Good risks” had 
transferred to the deductible. 

Since a further rate increase for 
the standard did not appear feas- 
ible, the State Corporation Com- 
mission resorted to a forced reduc- 
tion in services. It decided that 
“the fairest and most effective re- 
duction in services to subscribers 
is to make the $50 deductible en- 
dorsement apply to all non-Group 
subscribers and to all subscribers 
in Groups of 20 or less.” 

“We did not contest this order”’, 
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stated Dr. Ackart, “because we 
thought it best to ‘force’ 34 per 
cent to where 66 per cent had vol- 
untarily gone, and to ‘force’ from 
an expensive to an inexpensive 
coverage, in order to regain a 
proper spread of risk.” 


The Plan was satisfied with the 
situation thus brought about. But 
the State Corporation Commission 
decided in January that it was not 
equitable to restrict certain per- 
sons to deductible coverage with- 
out so restricting all. Accordingly, 
the commission issued an order 
that all of the Richmond Plan’s 
contracts would have to carry the 
$50 deductible endorsement as of 
April 1. 

The Plan believed that the order 
would bring disaster. Dr. Ackart 
said: “We could picture losing just 
about all groups in which or- 
ganized labor was involved, and 
many others besides, not to men- 
tion being a monkey-wrench in the 
machinery of Blue Cross national 
accounts. And so we filed an appeal 
with the State Supreme Court and, 
as a second string to our bow, at- 
tempted to change our enabling 
legislation. It was indeed fortunate 
that the General Assembly was 
in session.” 


FHA Publishes Construction 
Standards for Nursing Homes 


A 33-page publication entitled 
“Minimum Property Standards for 
Nursing Homes” has been released 
by the Federal Housing Adminis- 
tration. The standards specified by 
FHA must be met by planners and 
builders of nursing homes who 
wish to qualify for federal mort- 
gage insurance. 

The funds for the insurance pro- 
gram were provided in the housing 
law enacted at the last session of 
Congress. Federal insurance is also 
available for rehabilitation of 
nursing homes in accordance with 
the FHA standards. 

Some of the minimum property 
standards given by FHA for con- 
struction and rehabilitation proj- 
ects provide that a nursing home 
must (a) show evidence of need; 


New Jersey Bills Seek More Controls 
Over Blue Cross, Blue Shield Plans 


Increased interest in voluntary prepayment plans by the state govern- 
ment was seen recently in New Jersey among bills and resolutions intro- 
duced in the state senate and assembly. 

Both houses approved in late March a resolution creating a legislative 
commission to investigate the “administration of the Hospital Service 


Plan of New Jersey (Blue Cross) 
particularly with respect to the 
rates being charged policyholders 
and the allowances being paid hos- 
pitals for services rendered to pol- 
icyholders”; also to look into other. 
matters “it deems necessary to its 


study and investigation”. The com- 
mission will be composed of three 
senators and three assemblymen. 

Reflecting the attitude of labor 
is one recently introduced bill 
which calls for the appointment by 


MUTUAL UNDERSTANDING 


The institutional appeal for funds must be based at the 
outset upon complete confidence between the institution and 


the firm which counsels it. 


For some two decades Lawson Associates has been adding 
to its store of successful fund raising experience because of 
the confidence which thousands of clients have placed in us. 


With the time perhaps approaching for a decision on 
your appeal to the public, we invite your investigation of the 
services available to you from this leader in the complex field 


of institutional finance. 


Inquiries for cost-free, detailed analyses of your institution’s public 
funds potential should be addressed to Mr. James H. Fraser, Senior Vice 


President. 
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(b) meet minimum standards of Home Office: 
licensure and methods of opera- 53 North Park Avenue, Rockville Centre, New York, Rockville Centre 6-8000 
tion; (c) provide a minimum of sili 


100 square feet for a one-bed room 
and 80 square feet per bed in mul- 
ti-bed rooms; (d) consist of not 
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Seattie, Washington 
Mutual 2-3691 
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Chicago 2, Illinois 
Financial 6-4504 


3545 Lindell Boulevard 
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the New Jersey governor, with the 
advice and consent of the senate, 
of six “public trustees” to the Blue 
Cross board. The bill also reduces 
the number of elected trustees 
from 30 to 27, provides that not 
less than one-third and not more 
than one-half of them represent 
hospitals, and not more than four 
be employees of the hospital or 
medical service corporation. Half 
of the present Blue Cross board 
are hospital trustees. 

Another bill introduced in the 
New Jersey legislature would give 
the Commissioner of Banking and 
Insurance the power “to review 
and disapprove practices, rules and 
procedures, such as termination of 
or refusal to renew coverage, selec- 
tion of risks and underwriting 


- classifications” of the Blue Cross 


Plan. The commissioner already 
has the authority to approve sub- 
scription rates and reimbursement 
rates paid individual hospitals. The 
new bill would also permit the 
Plan to experience-rate groups, a 
practice currently not allowed in 
the state. 

The New Jersey legislature is 
also showing interest in physi- 
cians’ fees. A bill has been in- 
troduced in the assembly which 
would place the fees paid physi- 


cians by the Blue Shield Plan un- 
der the authority of the Commis- 
sioner of Banking and Insurance. 
Under the proposed measure, the 


Plan would submit a proposed 
agreement with its participating 
physicians to the commissioner for 
his approval. a 


Hospital Volunteers Attend Luncheon 


Ten young hospital volunteers who 
attended the recent White House 
Conference on Children and Youth 
met the senators from their re- 
spective states at a luncheon given 
by the American Hospital Associa- 
tion and Sen. Lister Hill (D-Ala.). 
Seated (left to right): Mrs. Palmer 
Gaillard Jr., Mobile, Ala., chair- 
man of the AHA Council on Hos- 
pital Auxiliaries, Senator Hill, 
Kenneth Williamson, director of 


During White House Youth Conference 


the Washington Service Bureau of 
the AHA. Standing (left to right): 
Ellen Lapin, Albert Einstein Medi- 
cal Center, Philadelphia; Lewis E. 
Hinshaw, III, Grace-New Haven 
Community Hospital, New Haven, 
Conn.; Joan Alexander, Albany 
(N.Y.) Hospital; Nancy Joan Grif- 
fin, Mount Auburn Hospital, Cam- 
bridge, Mass.; Patti K. Kling, 
Grossmont Hospital, LaMesa, 
Calif.; Olivia Baish, Georgetown 


Approved by Orthopedists 


turning, one safety lock. Suitable 
for surgery with simple adjust- 
ments, the bed can also be 

easily disassembled for 
storage in minimum space. 


Also available: 

Foster Orthopaedic beds in an 
extra long size. Small units for 
children. Attachments include 
Klein Spinal Traction unit, re- 
straining straps, patient helpers, 
and many more! 


Write for information on this and other 
hospital orthopaedic and fracture equipment. 


Vv 
GILBERT HYDE CH COMPANY 


FOSTER REVERSIBLE 


Now! Special patient problems solved ...with Foster Reversible 
Orthopaedic Beds. Ideal for patients whose care and rehabili- 
- tation require frequent turning for comfort and expert nursing. 
For treatment of compression, pelvic, and cervical spine frac- 
tures, and other cases requiring the use of hyper - extension. 
Advantages of Foster Reversible Orthopaedic Beds include: 
adjustable hyper-extension, accommodates extra large patients, 
maintains head and foot traction while | 


Standard Dimensions: 

Length: 89” 

Width: 30%” 

Height: 31” 

Finish: Black Lacquer and Cadmium 


Main Office and Plant: 821 -75th Avenue, Oakland 21, California 
General Sales Office: 5 Broadway, East Paterson, New Jersey = 


Manufacturers and Distributors of Hospital Orthopaedic and Fracture Equipment. 
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University Medical Center, Wash- 
ington, D.C.; Susan Beth Hamzy, 
Baylor University Medical Center, 


Dallas, Tex.; Leigh Friedman, St. 
Louis Children’s Hospital, St. 
Louis; Stephanie Luster, Children’s 
Memorial Hospital, Chicago, and 
Jane Deck, Holston Valley Com- 
munity Hospital, Kingsport, Tenn. 

After the luncheon the guests 
heard British Prime Minister Mac- 
millan address the Senate. 

The White House conference was 
attended by approximately 7000 
youngsters and adults representing 
various organizations interested in 
children and youth, such as the 
Girl Scouts, Future Farmers of 
America, and colleges and univer- 
sities. 


J. Douglas Colman Heads 
New York Blue Cross Plan 


J. Douglas Colman, since 1957 
vice president and secretary of the 
Blue Cross Association, has been 
elected president and executive 
officer of Associated Hospital Serv- 
ice, Inc., New York’s Blue Cross 
Plan. Mr. Colman assumed his 
duties May 1. 

David Brumbaugh, chairman of 
the board of directors of- AHS, in 


making the announcement said the > 


Plan’s bylaws have been changed 
to provide that the new president 
is also chief executive officer. 

Mr. Colman has had more than 
25 years’ experience in the health 
field, beginning in 1932 as assistant 
manager of operations and man- 
ager of the medical, hospital and 
dental division of the New Jersey 
Relief Administration. He was one 
of the pioneers of the Blue Cross 
movement, directing plans in New 
Jersey and Maryland. From 1951 
to 1957 he was vice president of 
the Johns Hopkins University and 
Johns Hafakins Hospital. 

In 1957 Mr. Colman 
served as Chairman of the Hospi- 
tal Survey Commission which de- 
veloped a 10-year program of hos- 
pital modernization and expansion 
for Maryland. 

While with the Blue Cross As- 
sociation, Mr. Colman developed 
benefits for federal employees in 
a program which has met with the 
nation-wide approval of Blue 
Cross-Blue Shield Plans and has 
been approved by the federal 
government. He took active part 
in the drafting of legislation to 
make such a program available 
to four million federal employees 
and their dependents. 
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Hospital association meetings 
(Continued from page 6) 


AUGUST 


1-2 Safety and Insurance, Denver (Cos- 
mopolitan Hotel) 

1-5 Hospital Pharmacy (Basic), Minneap- 
olis (University of Minnesota) 

8-10 Hospital Organization, Oklahoma 
City (Biltmore Hotel) 

14-19 American Society of Hospital Phar- 
macists, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 

14-19 American Pharmaceutical Associa- 
tion, Washington, D.C. (Shoreham 
and Sheraton-Park Hotels) 

15-19 National Association of Boards of 
Pharmacy, Washington, D.C. (Shore- 


ham and Sheraton-Park Hotels) 

21-26 American Association of Blood Banks, 
San Francisco (Jack Tar Hotel) 

21-27 American Association for Hospital 
Planning, San Francisco (Federal 
Building and Clift Hotel) 

27 American Association of Hospital Con- 
sultants, San Francisco (Fairmont Ho- 
tel) 

27-31 American College of Hospital Ad- 
ministrators, San Francisco (Jack Tar 
Hotel) 

29-Sept. | American Association of Nurse 
Anesthetists, San Francisco (Civic 
Auditorium and Sheraton-Palace) 


12-13 Montana Hospital Association, Mis- 
soula (Florence Hotel) 


(Continued on page 109) 
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“When we talked about 
the Plan person-to-person, 
participation jumped 30%!” 


In our company we’ve made the Payroll Savings 
Plan available for some time. I thought, naturally, 
that we had a large participation. But when I 
checked up a few weeks ago I discovered that 
only about 22% of our people were making use 
of the Plan. It’s so easy to say, “Sure, this is a 
fine idea, and I'll sign up next payday.” 


What our people needed was someone to ex- 
plain this convenient savings plan in person; 
someone to show them that just signing the card 
would put this fine thrift program into automatic 
operation. They needed somebody to invite 
them to start right now. 


When I contacted our State Savings Bonds 
Director, he helped us set up a thorough, in- 
formative canvass of pases ts on our staff. As 
a result more than 30% additional employees 
signed up for this easy, systematic way to buy 
U.S. Savings Bonds, regularly. 


Perhaps your organization, too, has a large 

rcentage of sighoraes who have never been 
invited to combine patriotism with basic thrift 
through the Payroll Savings Plan. Companies 
with high employee participation are enthusiastic 
about its benefits in terms of lower employee 
turnover, better safety records, and the satis- 
faction engendered by ——' large numbers to 
contribute to our Nation’s Peace Power. The 
greater your employee participation, the more 
substantial your company benefits will be. Con- 
tact your State Savings Bonds Director for 
rompt, practical help in spreading Payroll 
avings information, person-to-person. 


NOW! U.S. SAVINGS BONDS EARN 3%% : 
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12-16 Nursing Service Administration. Buf. 
falo (Lafayette Hotel) 

18-20 Colorado Hospital Association, Estes 
Park (Stanley Hotel) 

22-24 West Virginia Hospital Association, 
White Sulphur Springs 

24-27 College of American Pathologists, 
Chicago (Palmer House) 

26-30 Central Service Administration. Chi- 
cago (AHA Headquarters) 

27-30 American Society of Clinical Pa- 
thologists, Chicago (Palmer House) 


OCTOBER 


2-7 American of Anesthesiolo- 

gists, New York City (Statler Hotel) 
4 Hospital Association of Rhode Island, 
Providence (Sheraton-Biltmore Hotel) 

5-7 Hospital Laundry and 
Operation, Chicago (AHA Headquar- 
ters) 

6-8 American Association of Medical 
Clinics, New Orleans (Roosevelt Ho- 
tel) 

7-17 National Federation of Licensed Prac- 
tical Nurses, Albuquerque, N. Mex. 
(Hilton Hotel) 

10-13 American Association of Medical Rec- 
ord Librarians, Seattle (Olympic Ho- 
tel) 

10-13 Evening and Night Nursing Serv- 
ice Administration, Pittsburgh (Pick- 
Roosevelt Hotel) 

10-14 American College of Surgeons, 46th 
Annual Clinical Congress, San Fran- 


cisco 

12-14 Hospital Pharmacy (Specialized), Chi- 
cago (AHA Headquarters) 

12-14 Maryland-District of Columbia-Dela- 
ware Hospital Association, Washing- 
ton (Shoreham Hotel) 

12-14 Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hote]) 

17-18 Idaho Hospital Association, Boise 
(Elks Lodge) 

17-18 Oregon Hospital Association, Gear- 
hart (Gearhart Hotel) 

17-20 American Dental Association, Los An- 
geles (Statler-Hilton Hotel) 

17-20 Management Development, Chicago 
(AHA Headquarters) 

18-21 American Dietetic Association, Cleve- 
land (Sheraton Hotel) 

18-21 American Nursing Home Association, 
Washington, D.C. (Mayflower Hotel) 

19-20 Washington State Hospital Associa- 
tion, Spokane (Davenport Hotel) 

19-21 Nebraska Hospital Association, Oma- 
ha (Sheraton-Fontenelle) 

24-26 Directors of Hospital Volunteers (Bas- 
ic) Cleveland (Statler Hotel) 

24-26 Ontario Hospital Association, Toron- 
to (Royal York Hotel) 

24-28 California Hospital Association, Santa 
Barbara (Miramar and Biltmore Ho- 
tels) 

24-28 Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 

25-26 South Dakota Hospital Association, 
Mitchell (Masonic Temple) 

25-27 Associated Hospitals of Manitoba, 
Winnipeg (Royal Alexandra Hotel) 


Law in brief 
(Continued from page 100) 


Travelers Health Association, 28 
Law Week 4213 (U.S., 1960). 


Errata 


The Law in Brief for Nov. 1, 
1959, HOSPITALS, J.A.H.A., p. 112, 


MAY 1, 1960, VOL. 34 


indicates that an attorney general 
opinion in Pennsylvania authorizes 
public or governmental hospitals 
in that state to exclude osteopaths 
from their staffs. This is incorrect. 
The opinion referred to applies 
only to private, i... nongovern- 
mental hospitals and is cited: Op. 
Atty. Gen. Pa., Re Osteopathy in 
Hospitals, 8 Pa. D. & C. 273 (1926). 

Of the two trials involving 
“staph” infection reported on p. 
99, HOSPITALS, J.A.H.A., Dec. 1, 
1959, one resulted in a jury verdict 
for the hospital defendant. This 
was the case of the barber who 
allegedly nicked a patient in a 
New York County hospital. We 
are informed that the judge did 
not direct a verdict for the hospi- 
tal as we had reported, but rather 
that the jury came in with a ver- 
dict for the hospital after weighing 
the evidence. 

We are indebted to our reader- 
ship for bringing these matters to 
our attention. 


Six hospital pharmacy issves 
seeking solution 


(Continued from page 82) 


know that reputable hospitals will 
use only quality drugs, will respect 
trade names and patents and they 
see no problem. The latter group 
protest only what good hospital 
administrators, physicians and 
pharmacists also protest: the use 
of a “so-called formulary” system, 
not developed and approved by the 
medical staff and used merely to 
procure drugs at the most econom- 
ical prices regardless of quality. 
Remember, unless the hospital has 
the voluntary consert of the medi- 
cal staff for its formulary and gen- 
eric name approach, the drug 
industry does have sound and justi- 
fiable cause for complaint and so do 
physicians. Without such consent, 
the so-called formulary becomes a 
“chiseling proposition,” not ethi- 
cally, morally or legally correct. ® 


Contractual physicians in general 
hospitals: a pilot study 


(Continued from page 43) 


least in terms of actual experiences 
in some 6000 local situations. ® 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.60 per 
line; eight-point display lines $2.00 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


BIRTH CERTIFICATES: Your individual- 
ized birth certificates at standard stock 
form prices. Includes illustrations of your 
hospital. Available in several sizes in blue, 
pink and/or white. Write for information 
and samples from The k Company, 
Box 16, Austin 61, Texas. 


INSURANCE FORMS: Standard hospital 
insurance forms, fully approved by AHA 
and State Associations. Write for infor- 
mation and samples from The Steck Com- 
pany, Box 16, Austin 61, Texas. 


AMERICAN STERILIZER CHAMBER: 29” 
x5 ft. Excellent condition. inquire: Naatz, 
3822 N. 2ist St., Milwaukee 6, Wis 


RESEARCHERS: Use fast, accurate METZ- 
GER'S TABLE OF 45,000 PER CENTS for 
denominators 1 through 309. $5.00, 55 
pages. Box 717, Atlanta 1, Georgia. 


POSITIONS OPEN 


EXECUTIVE DIETITIAN—ADA: (Fe- 
male). Challenging opportunity for mature 
experienced ADA dietitian who is career- 
minded. Applicants must be thoroughly 
acquainted with both administrative and 
therapeutic dietetic detail. Ability to pre- 
pare master and selective hospital menus 
a requisite. Ability to get along with 
people of rime importance. lected 
candidate will travel extensively, but will 
be based in Chicago area. Salary com- 
mensurate with ability and background. 
All replies held in strict confidence. A‘1- 
dress HOSPITALS, Box J-81. 


ADMINISTRATOR: 60 bed general hospi- 
tal. MSHA or equivalent experience 

sired. Address inquiries to: T. H. Goolsby, 
Chairman, Board of Trustees, Humphreys 
Memorial ‘Hospital, Fernandina Beach, Fla. 


ACCOUNTANT—experienced accountant 


- to work for organization which gives as- 


sistance in statement interpretation and 
systems design for hospitals in Western 
Mountain State. Travel involved. Salary 
commensurate with qualifications. Send 
full information on experience and — 
wae background to: OSPITALS, 


- PERSONNEL DIRECTOR: To organize and 


establish a centralized Personnel Depart- 
ment in a hospital which will have 253 
beds and 44 bassinets upon completion this 
summer of a large expansion and remodel- 
ing program. Candidate must have had 
good experience in this field. Degree de- 
sirable. Salary open. Send detailed resume 
of training, experience and salary desired 
to Robert G. West, Administrator, W. A. 
Foote Memorial Hospital, 205 N. East Ave- 
nue, Jackson, Michigan 
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NURSE, ASSISTANT DIRECTOR: Psychi- 
atrically trained nurse with Master De- 
gree for key position in expanding nursing 
program in dynamically oriented 1000 bed 
teaching mental health institute. Unlim- 
ited scope for person with administrative 
and teaching ability. Salary to $11,000 per 
year, depending on experience and quali- 
fications. Quarters available. Write to: W. 
C. Brinegar, M. D., Supt., Mental Health 
Institute, Cherokee, Iowa. 


DIRECTOR OF NURSING SERVICE: Ex- 
perienced. For 230 pe eneral community 
hospital in suburban Pittsburgh. Progres- 
sively active nurs a! staff. Nationally ac- 
credited School of Nursing attached. De- 
— in Nursing Administration desired. 
xcellent Opportunity. Contact Director of 
Nursing, Valley Hospital, 
Sewickley, Pennsylvania. 


ASSOCIATE DIRECTOR OF NURSING: 
416 bed—65 bassinet general hospital. All 
services. School of Nursing, Intern and 
Resident Program. Masters degree pre- 
ferred. Salary open, based on preparation 
and experience. Expenses paid for per- 
sonal interview. Forward detailed resume 
of training and experience to Mrs. Phyllis 
Loucks, Director of Nursing, Butterworth 
Hospital, Grand Rapids 3, Michigan. 


MEDICAL RECORD LIBRARIAN for mod- 
ern 215 bed tuberculosis and allied pulmo- 
nary disease hospital, department in good 
order, cooperative closed medical staff, 
pleasant environment, 40 hour week, 7 
paid holidays, social security, liberal va- 
cation, policy, and sick leave. Send resume 
to Executive Director, Emily P. Bissell 
3000 Newport ‘GapPi e, Wilming- 
, Delaware. 


DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
loop. Well equipped Dietary Department. 
Regular ae 1 month vacation and other 
liberal benefits. Salary zommensurate with 
ability Apply Miss M. L. Schoeneich, 
Chief Dietitian, Memorial Hospital, Elm- 
hurst, Illinois. 


ye MEDICAL RECORD LIBRAR- 

0 bed general hospital with large 
Out patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. ‘Opportunity to 
supervise large staff. Liberal personne! poli- 
cies. AP Personnel Director, Harper 
Hospital, Detroit, Michigan. 


NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
group. Two full time M.D.’s, four Nurses 
all gents & Techniques. Modernization 
program going on. Two and one-half hours 
from Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 


INSTRUCTORS with degree. Medical & 
Surgical Clinical. Nationally accredited 
School of Nursing in process of occupy- 
ing completely new facilities. Excellent 
opportunity. Contact Director of Nursing, 
Sewickley Valley Hospital, Sewickley, 
Pennsylvania. 


STAFF PHYSICAL THERAPIST: Willing 
patient wor e p e ——— 
Good starting sal “Write Admin- 
Memorial ospital Wyo- 
ming. 


DIRECTOR OF NURSING SERVICE: 242 
bed, general, accredited hospital. Experi- 
ence desirable. Excellent starting salary. 
Progressive policies. Write James G. Carr 
Jr., Administrator, Memorial Hospital of 
Natrona County, Casper, Wyoming. 


REGISTERED for 60 bed 
general hospital in S. Colorado. Apply 

a Clark, Adm. Memorial 
Hospi Cortez, Colorado. 


CLASSE ERTISING 


REGIS for new 30 

east of New Orleans, Louisiana, on US. 
Highways 11/190. Salary commensurate 
with qualifications and experience. Send 
photograph, resume’, and date of avail- 
ability to: Thos. L. Quale , Administrator, 
Slidell Memorial Hospital, 1125 East Hall 
Avenue, Slidell, Louisiana. 


OCCUPATIONAL THERAPIST: for 253 bed 
J.C.H.A. approved hospital. Will serve 
Medical-Surgical Patients, as well as those 

atients on our new Mental Health 

nit. Must have a degree. Salary com- 
mensurate with qualifications. Contact Ad- 
ministrator, W. Foote Memorial Hospi- 
tal, 205 N. East Avenue, Jackson, Michigan. 


OUR 63rd YEAR 


WOOD WAR 


FORMERLY AZNOFS 


UE 


RAndolph 6-3682 


ADMINISTRATORS: (a) Dir med ed; 
fully accred 350 bd genl vol hsp; 40 res 

& interns; $15-18,000 plus esc benefits; So. 
(b) Exec dir, lge hsp assocn; req’s mar- 
ried, coll man exceptionally quald publ 
rels; some travel; $10-12,000; warm yr- 
1ound climate. (c) Dir med ed; 400 bd, full 
accred hsp w/excl trng prog; $15,000 plus 
very liberal benefits; substantial increases; 
E. (d) W/hsp 125 bd fully+apprvd 
hsp owned by well- 
2 man spec grp; excl ard; about $10,- 
000; city, MW. (e) Med dir 
ope new res prog; new post; full chge; 
new 400 bd genl hsp; $15-18,000; So. (f) 
Hsp adm consultant; State Bd of Hith; 
will assist in dir extensive progm; req’s 
trng & gd exp in hsp field. (g) Asst Med 
dir; very lge fully-apprvd gen tchg hsp: 
req’s min, 1 yr apprvd th 
adm exper; to $12,000; vic NYC. ir 
of deve opment & asst adm; 50 bone s 
grp ~ ge © closed staff very impor, fully- 
apprvd, bd non-profit, rsrch & tch 
hsp; to $19,000: shid be well-qual fun 
raiser; contact fndtns, etc; E. 


ADMINISTRATIVE POSTS: (i) Bus Mgr; 
w/acctg degree able organ, r all bus 
serv; new 800 bd, full-accred genl hs 
$6-8,000; fast advance; coast. (j) Asst Ci n 
Mgr; nationally recognd grp, Bd or Elig 
men, long est; univ city 150,000, hith, hea 
ist area; oy 500; W. (k) Personnel Dir; 
50 man erp & lge full apprvd rsrch & tchg 
hsp; reqs hsp exper; $10,000; E. 


DIRECTOR OF NURSES: (a) Full resp 
nurs’g serv., educ, qual ass’ts in both; 
fully accred 200-bd gen hsp expanding 
soon; active og serv, 65 students in trng 
sch; to $10,000; (b) New 75-bd gen hsp 
open less than 7 yr; excel facil, oideally 
loca overlookg’ ocean; to $6800; So. Cal. 


EDUCATIONAL DIRECTORS: (a) Resp to 
adm for 85 students, hope to incr to 100; 
excel for in bldg accred 
sch; 200 ngl. (b) 
Ass’t; 70 150- gen hsp, ex- 
pand’g; $7200; MW indus twn 30,000. 


EXECUTIVE HOUSEKEEPERS: (a) Must 

be able reorg dept, est trng prog, supv 

100; 1 of finest lge hosps in South; ideal 

lge univ oa. (b) Vol gen hsp 300 bds, 

well maintained; metropoli- 
n area; 


NURSE ANESTHETISTS: (a vs Gen hsp 100 
bds; vic $6000; Fla resort loca. (b) Vol 
gen hsp 250 bds; $7200, full mtce; resid 
city nr Chgo. 


PHARMACISTS: sm gen hsp 


now under co ; sm Cal twn nr 
-bd gen hsp now ex- 


pee 250 bds; agric area, twn 15,000; 
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POSITIONS OPEN 


REGISTERED NURSES: 90 bed Accredited 

Hospital. Top salary. Excellent benefits, 

good personnel policies, opportunities for 

promotion. Administrator, Sidney 

uge 1 


DIETITIAN—THERAPEUTIC: 253 bed 
J.C.H.A. approved general hospital, new 
kitchen and cafeteria. Send resume in- 
cluding experience and salary desired to 
Administrator, W. A. Foote Memorial Hos- 
pital, 205 N. East Avenue, Jackson, Mich- 
gan. 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Iinois 


ADMINISTRATORS: (a) Dir. Med. Ed. 
and Research, new dept., outstandin , 
inst. 600 beds, univ, ed. service in- 
cludes 45 residents, 15 interns, 40 under- 
eg leading city; (b) Adm. construct 50 

hosp. with proposed exp. 250; exc. 
financ. opport., Atl. Coast sea resort ;(c) 
Asst. Adm.., 260 bed hos large outpatient 
ry 150 in School of ursing; univ. city, 
M min. Adm. acct. exp. 


for office mgmt., — and dept. 
(e) Adm. 25 
bed hop. 8... s., ‘bked. X-ray, lab., 

300 bed well re- 


ADMINISTRATIVE PERSONNEL: (a) Bus. 
Mgr., 80 bed hosp. opens Sept., tourist, re- 
sort area So. (b) Accountant supv. 12 in 
dept., 400 bed hosp., commuting dist. Chi- 
cago; $7-8500; (c) Dir. of Volunteers, Pub- 
lic Relations 315 bed hosp. near N.Y.C., 
$7500-8500; (d) Food Service org. sales rep., 
hosp. adm. exp. desirable; exc. opport. for 
develop., $7200-8000 start. H 5-2. 


ANESTHETISTS: (a) Small clinic and 
hosp. near Mexican border college town, 
health resort; also asst. adm. (b 
Male anes., 200 bed hosp. , Lake Michigan 
summer-winter resor " $8400 start; (c) 
Share responsibility for service 80 bed 
hosp. near New Orleans, $7200; (d) Only 
one on staff, 25 bed hosp., Calif., start 


: (a) Chief, new hosp., 
muting dist. St. Louis; $6000; (b) Chief, 
150 bed hosp., new kitchen Great - 
resort area; $6600. (c) Head large dept 
250 bed hosp., Atl. coast ocean resort; p 
salary. H 5-4. 


DIRECTORS OF NURSING: (a) Dir. of 
Nurses; have capable Dir. N Serv. 
and Dir. of Ed., 600 bed hosp., NLN school 
250 students; $10,000; (b) Dir. of Nurs. 
Serv. School: 350 beds, 150 students; com- 
muti dist. San Francisco; attract. salary; 
&) Dir. of Nurs. Serv., 100 bed hosp. near 
od; (d) Dir. of Nurses, 
' Ohio Lake resort; $7-$10,000; 
(e) Male ir. of Nurses, large hosp. for 
criminally insane, M.W. $7500. H 5-5. 


EXECUTIVE HOUSEKEEPERS: (a) Most 
hosp. and home for aged: 
autiful Lake Michigan suburb; $6000; 
(b) Head dept. 250 bed hosp. near Holly- 
w , California; good salary. H 5-6. 


MEDICAL RECORD LIBRARIANS: (a) 
Chief, 100 bed hosp. friendly picturesque, 
town, resort area of Catskill Mountains, 
to $560 per month; (b) Head dept. —¥ bed 
hosp., good organizer required; rt $500; 
= — town (c) Able adminis- 

take charge most modern So. Cali- 
fornia hosp. eoepetative board; $6000 up. 


Infermatien abeut 
QUALIFIED NURSE PERSONNEL 
is available from the 
American Nurses’ Association 
PROFESSIONAL COUNSELING & 


PLACEMENT SERVICE 
10 Columbus Circle 
New York 19, N. Y. 


MAY |, 1960, VOL. 34 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Il). 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospi Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Bm Directors of Nurses, 
Physical erapists, Occupational Thera- 
ae eers, Plant Superintendents, 
harmacists, Medical Record Librarians, 
Anesthetists, Public Relations Directors, 
Housekee Bacteriologists, Biochemists, 
Medical Technologists, X- ry 
Food Service Managers uiries from 
applicants are kept confidential. 


MARY A. JOHNSON ASSOCIATES 
11 West 42nd Street, New York 36, N.Y. 


A SELECTIVE PLACEMENT BUREAU FOR 
MEDICAL AND HOSPITAL PERSONNEL 


We welcome inquiries for the many chal- 
lenging opportunities we have for Admin- 
istrators, Physicians, Nursing Executives, 
Medical Record Librarians, Dietitians, 
Laundry Managers, and all other Medical 
— Hospital Personnel who wish to relo- 

All negotiations strictly confidential. 
No registration fee. 


POSITIONS WANTED 


MEDICAL RECORD LIBRARIAN: Regis- 
tered, extensive experience, B.A. degree. 
Minimum beginning salary, $7200 annua ally. 
Available en 1, 1960. Address H 
PITALS, Box J 


ADMINISTRATOR: B.S.C., 9 years busi- 
ness Management, 5 years eyo ex- 
perience. Desires 100 bed hospital. Consider 
assistant, larger hospital. Address HOS- 
PITALS, Box J-79. 


R.N. WITH JR. ACCOUNTING AND SEC- 
RETARIAL TRAINING desires to assist 
administrator for office 
south central Wisconsin. fla . 

P. O. Box 14, Reedsburg, Wis. 


CHIEF PHARMACIST: Male, married. 

M.S. Degree Hospital Pharmacy, Intern 

Certificate expected June 1960. Will con- 

sider — in Midwest or West. Ad- 
ITALS, Box J-78. 


WOOD WAR 


MER 


V.Wabash- Chicago, 


RAndolph 6-5682 
ADMINISTRATOR: FACHA, early 40's; 


MHA Minnesota; excellent adm exper, 
medium sized hosps; seeks adm, 200 bds 
or more; progressive community; West; 
hgly recomd. 


ASSISTANT ADMINISTRATOR: 29; BS; 
MSHA; 6 yrs, Army lab techn, bediee en- 
ter’g hsp adm field; complet’g 2 yrs, adm 
res, 600 bd hsp; outstandg, well-trnd, ex- 
per'd man; avail, July; $6,500 min; any 
ocality; seeks ige hsp. 


ANESTHESIOLOGIST: Grad, 5 
rs, genl pract before spec; univ 
sps; Dipl. Anes; excep-well qual, Boe 
ic, cardiac, neuro anes; now chief, a = 
hsp where oppor provide qualit ; 
limited; seeks Chief, lge hsp, SW xr w 
or Hawaii; warm climate; fee-for-serv; 
late 30's; 60 days. 


RADIOLOGIST: Cert’d Roentgenology; 3 
yrs, genl pract; 4 4 Us C; 6 yrs, 
Rad, 400 bd hsp; tow | priv pract 
Rad; seeks hsp udg neoplastic, 
cancer work. 


RADIOLOGIST: yr, tchg, rad, 
univ hsp; well-qu yrs, chief 
& consultant, 4 med-sized hsps; seeks 
Chiefshp, lge hsp or mid grp or assn w/Bd 
rad; any Dipl, diag 
& therapy ; lied Minn 


THE MEDICAL BUREAU 


M. Burneice Lorson, Director 
900 North Michigan Ave. 
Chicago 11, Iinois 


1. ADMINISTRATOR-MEDICAL: M. P. H. 
7 yrs. asst. supt., 1200 bed gen. hosp; 3 
yrs. adm. staff, one of leading org 
tions in med. 


2. ADMINISTRATOR: M. H. 4 bi 
assoc. dir. tchg. hosp.., in b 
prog. increasing capacity from 200 
400; 6 yrs. dir. 225 bed hosp. 


3. ASST. ADMINISTRATOR: M. H. A. 
adm. intern. 1959; adm. asst. at 500 bed 
univ. hosp., June 1960. 


4. PATHOLOGIST: M.S. (Path); Diplo- 
mate (Path. Asst; Clin. Path.); 8 yrs. 
dir. path. 250-bed hosp. 


5. RADIOLOGIST: Diplomate (Diagnosis, 
Therapy, Radium); trained in isotopes; 
4 yrs. dir. dept., 200 bed hosp. 


DON’T MISS 


The Smaller Hospitals Issue 
July 1, 1960 


devoted to the problems of organiza- 


tion and staffing in the smaller hospital. 
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CONTROL 
YOUR 


UNIFORM 
PORTIONS 


Hall Salad Dishes, like Hall baking dishes, can be 
used for automatic control of portions. The capacity 
of the ware assures uniform servings. Hall Salads are 
impervious to acids in food and condiments; ex- 
tremely resistant to scratching or marring; will not 
pit or corrode—look like new after long service. Write 
for Bulletin SM-1. 


THE HALL CHINA COMPANY « EAST LIVERPOOL, OHIO 


The World’s Largest Manufacturer of Fireproof Cooking China 


Rey? 
4 
cy 
cm 
SQUARE SALAD BOWL | 
FIREPRO 
/ WAMABLE IN 26 OF CHINA 
4 | FISH SALAD BOWL 
FOOTED SALAD BOWL 
SALAD SCALLOPED SALAD BOWL 
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Climaxing more than eight years of intensive 
research and development by American 
Sterilizer, the Cry-O-Therm establishes wholly 
new standards for cold (gaseous) sterilization 
of instruments and wrapped or pre-packaged 
surgical and laboratory supplies. Simple 

to install, easy to operate, fast, safe and 

fully automatic, the Cry-O-Therm provides 
the first completely practical technique 

for hospital sterilization of heat- or moisture- 


sensitive items. 


pea Exclusive 


new gaseous sterilizing agent known as 
Cry-OXCIDE has been developed by 
Amsco. In convenient, disposable, aerosol 
containers, Cry-OXCIDE combines 
ethylene oxide and inert gases in a Jow> 
pressure, non-flammable, non- 


explosive mixture. 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


. University Wicroffins 
313 North First Street 
Ann Arbor, Mich. c 


--- COLD” STERILIZATION 
WITH THE AMERICAN 


Square 16” x 16 30” chamt 
has ample capacify4 or largest 
endoscopic instrument. tly 


automatic with full-load 
as fast as two hours. os 


Write for bulletin SC-310. 


Offices in 14 Principal Cities 


q 
| 
low 
i ‘ 
= - 
\ 
— 
| | 
| 
y 
» 
| 
oF \ a 
| 
4 
| 
| 
| 
ote 4 | 
Wi: AY 


